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INTRODUCTION
Schizophrenia is one of the most common and most debilitating mental disorders. It affects 
about 1 in 100 people in every culture and in every segment of the population (Sartorius et 
a l, 1986). In United States, before effective treatments of the disorder were discovered, 
about two-thirds of all beds in mental hospitals and more than one-forth of general hospital 
beds were taken up by people suffering from schizophrenia (Kendall & Hammen, 1995). The 
human cost for the sufferers and the financial cost for the society are phenomenal. 
Throughout history, there have been many attempts to find, if not a cure, at least something 
that could alleviate some of the symptoms.
The first scientific evidence of a successful treatment of schizophrenia was published in 
1952. In that year not only one but two papers were published that signalled the emergence 
and development of the two most promising treatment approaches to schizophrenia today. 
By trial and error a strong tranquillisers, Chlorpromazine, was found to reduce the 
symptomatology of schizophrenia (Delay, Deniker, & Harl, 1952: cited in Haddock et a l, 
1998). This was the first drug that became widely available in the treatment of schizophrenia 
(Kendall & Hammen, 1995). Since then a plethora of drugs have been developed and drug 
treatments has today established itself as the treatment of choice for schizophrenia (Falloon, 
Coverdale & Brooker, 1996). However, pharmacological treatment has not proven to be the 
panacea as first was envisaged. In spite of great advancements in pharmacological treatment 
in the last decade, over half of patients with schizophrenia are still experiencing many 
debilitating and distressing effects of their disorder and/or medication (Day & Bentall, 1996; 
Kingdon, Turkmgton & John, 1994; Rector, 1998). These problems have increased the 
interest in complementaiy and alternative treatment strategies (Haddock et a l, 1998).
The second important paper in 1952 was a single case study by Beck (1952: cited in 
Turkington & Siddle, 1998). Beck reported that cognitive behaviour therapy (CBT) was able 
successfully to reduce the persecutory delusions of his patient. Since then, CBT for 
schizophrenia has diversified and developed into a treatment approach involving at least 15 
different techniques thought to have a beneficial effect on symptomatology of schizophrenia 
and related problems (Wykes, Tarrier & Lewis, 1998). However, as CBT for schizophrenia 
is a new development, there is a paucity of research into its effectiveness and its role in the 
management of schizophrenia.
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This essay will first present how schizophrenia and cognitive behaviour therapy are currently 
defined. Next, some of the CBT techniques and programmes from the literature will be 
discussed in terms of their effectiveness and relation to theory. Before discussing the role of 
CBT in the management of schizophrenia, there will be reflection over cost and 
methodological limitations of the research. In the conclusion, there will be suggestions for 
future research and what lies ahead.
WHAT IS SCHIZOPHRENIA?
The diagnosis of schizophrenia is applied to those who suffer from a range of marked 
disturbances of thought, language, perceptions, affect, behaviour and social functioning 
(DSM-IV, APA, 1994). Common features are delusions, auditory hallucinations and 
disorganization of speech (Nuechterlein & Subotnik, 1998). From 30% to 50% of people 
who develop schizophrenia do not get better without treatment (Watt & Saiz (1991), cited in 
Kendall & Hammen, 1995).
WHAT IS CBT?
CBT is structured, collaborative, time-limited and tailored to the individual needs. CBT for 
psychosis is not one well-defined treatment approach but an umbrella term for a veiy broad 
range of therapeutic techniques based on developments in and theoretical models from i.a. 
behavioural, clinical, cognitive and social psychological theory. There are also features from 
psychodynamic therapy such as the importance of examination of the development and 
meaning of the symptoms (Martindale, 1998). Today, there are at least five schools of CBT 
for psychosis that have developed comprehensive treatment manuals (Brenner, Kraemer, 
Hermantz & Hodel, 1990; Chadwick, Birchwood & Trower, 1996; Fowler, Garety & 
Kuipers, 1995; Kingdon & Turkington, 1994; Tarrier et <2/., 1998). With some exceptions, 
e.g. Brenner et a l (1990), they consist exclusively of one-to-one therapies. Although they 
share many therapeutic techniques, there are variations in both content, objectives of 
treatment and theoretical models underpinning the approaches. For example, Brenner et a l 
(1990) put a great emphasis on improving cognitive deficits such as attention and memory, 
whereas Kingdon & Turkington (1994) concentrate on individual psychotic symptoms such 
as hallucinations and delusions and how they can be understood and normalized. Tarrier et 
a l (1998) treatment programme is centred on the training of patients in a number of coping 
and relapse prevention techniques. In spite of these differences, all approaches share some 
assumptions about the nature of psychosis and CBT.
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A ssum ptions
Psychotic symptoms are assumed to lie on the extreme of a continuum of normal cognitive 
processes (Fowler, Garety & Kuipers, 1998). Another fundamental tenet is that it is assumed 
to be possible to understand and make sense of the patient’s psychotic symptoms 
(Turkington, personal communication). The meaning patients give to their experiences is 
assumed to influence the development of symptoms and affect their behaviour and emotions 
(Fowler, Garety & Kuipers, 1998).
Biological predispositions and aetiological factors are not denied but it is assumed that many 
psychotic symptoms, or at least the distress and concomitant impairments in functioning, can 
be treated by psychological methods irrespective of how the symptoms are developed and 
maintained.
THE ROLE OF CBT IN THE MANAGEMENT OF SCHIZOPHRENIA
As mentioned above the increasing interest in CBT, especially in the last decade, has partly 
emerged because of problems following pharmacological treatments and the unwillingness 
of many patients to use drugs (Day & Bentall, 1996). Some of the problems with drug 
treatment are: 1) they do not cause a permanent positive change in symptomatology but in 
most cases require a lifelong use; if the drug is discontinued about 70% of patients relapse 
within a year (Hogarty, 1984); 2) up to 50% of patients do not comply with medication 
(Bebbington, 1995: cited in Barnes, McEvedy & Nelson, 1996); 3) 5-25% of schizophrenic 
patients do not respond fully, or at all, to any of the existing drugs including the latest 
developments, such as clozapine and risperidone (Brenner et a l  1990; Kingdon, Turkington 
& John, 1994); 4) a large subgroup of drug treated patients develop serious adverse effects, 
e.g. 20% of chronically-treated patients develop an illness called dyskinesia with symptoms 
such as gross involuntary facial muscle activation (Jeste & Caligiuri, 1993); 5) they usually 
fail to mitigate many residual cognitive and social deficits (Meltzer, Thompson, Lee & 
Ran)an, 1996; Rector, 1998). CBT can be used to address some of these problems as will be 
discussed below.
However even when drug treatment is effective, and accepted by the patient, CBT has been 
suggested to have additional benefit to the patients (Falloon, Coverdale & Brooker, 1996). 
There may also be other applications of CBT in the management of schizophrenia not yet 
discovered or applied. For example, to date most of the CBT techniques have been aimed at 
positive symptoms of schizophrenia, which comprise the more bizarre symptoms such as
PsychD (Clinical Psychology) 7
Essay Adult Mental Health
delusions and hallucinations. The negative symptoms, such as lack of motivation and 
pleasure, have received much less attention. Next, some cognitive theoretical models of 
schizophrenia will be outlined in order . to identify targets for cognitive-behavioural 
interventions and to better understand how CBT can be integrated with other treatment 
approaches.
Psychological m odels o f schizophrenia
At present there is no consensus of theoretical explanations of schizophrenia or of particular 
individual symptoms (Haddock et a l, 1998), and some of the ideas are contradictory rather 
than complementary (Nuechterlein & Subotnik, 1998). In Figure 1 a framework is outlined 
that try to summarize a selection of research findings to date. This framework is useful to 
illustrate where interventions based on CBT may work to either prevent relapse of 
schizophrenia or to mitigate the symptoms and secondary effects of the symptoms at time of 
relapse and remission.
As can be seen from the figure and the Key to Figure 1, there are many points at which CBT 
may be applied. There are. interventions that try to prevent the patient from relapsing and 
those designed to reduce distress and symptomatology at relapse and remission. As yet, there 
is little evidence to support the causal pathways and links between factors suggested in 
Nuechterlein’s model. However, there is also a range of more circumscribed and detailed 
models of specific symptoms of schizophrenia.
Hemsley (1994) presented a neuropsychological explanation of hallucinations and delusions 
as a breakdown in the communication between memory and immediate sensory input. He 
cited evidence from animal learning theory and human experimental psychology in support 
of the model. Hemsley theory has instigated an interest in CBT interventions targeting 
fundamental cognitive deficits, e.g. attention training (e.g.. Medalia, Aluma, Tryon & 
Merriam, 1998)
Bentall (1994) on the other hand suggested a more cognitive explanation of delusions. He 
suggest that delusions constitute cognitive attributional biases which have developed as a 
defence in order to stop thoughts related to low self-esteem enter into consciousness. He 
backed up his theory by showing evidence that persecutory delusions occur in persons who 
tend to attribute the cause of negative events to others in an excessively global and stable 
way. Freeman et al. (1998), however, found no evidence for the hypothesis that persecutory 
delusions act as a self-defence against thoughts about low self-esteem. In spite of the weak
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or lack of evidence for many of the psychological models they have proved to be useful as 
working models to identify new treatment strategies and to refine old ones (Nuechterlein & 
Subotnik, 1998; Rector, 1998).
After having identified targets for CBT in schizophrenia, it is important to evaluate their 
effectiveness. Most outcome studies to date have been single case studies and have suffered 
from many methodological difficulties, such as lack of appropriate controls and blind 
assessment (Tarrier et a l, 1998). Next, an outline of some controlled outcome studies of a 
selection of different types of interventions will be presented.
A ttention training (a )
Medalia, Aluma, Tryon & Merriam (1998) showed in a well-controlled study of 54 patients 
that training can improve attention which in turn can improve overall symptomatology. 
Attention was measured by a performance task and psychiatric symptoms measured by Brief 
Psychiatric Rating Scale (BPRS) (Overall & Gorham, 1962: cited in Medalia et a l, 1998). 
The treatment involved three 20-minute sessions per week for a period of 6 weeks. It 
consisted of a series of five computer-administered tasks. The tasks involved visual-motor 
responses to auditory and visual stimuli. Although, the result was encouraging it is not 
known if the improvements would generalise outside the outcome measures, persist over 
time or whether attention actually was improved or not. The researchers raised the possibility 
that the improvement in task performance and on the BPRS could have been the result of 
increased self-esteem from encouragement given in the treatment condition. However, the 
same treatment programme has been successful in remediating attentional deficits in people 
recovering from head injury (Ben-Yishay et a l,  1987; cited in Medalia, Aluma, Tiyon & 
Merriam, 1998). Thus, it is possible that cognitive deficits can be remediated by structured 
cognitive tasks.
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Key to Figure 1. Suggested targets of cognitive-behavioural based interventions.
a Attention training (e.g. Medalia, Aluma, 
Tryon & Merriam, 1998)
f Diversity of CBT techniques, such as 
activity scheduling, goal setting, changing 
dysfunctional beliefs and underlying 
assumptions (e.g. Fowler, Garety & 
Kuipers, 1995; Kingdon & Turkington, 
1994)
b CBT techniques, such as relaxation and 
imagery, reduction of arousal (e.g. Clark, 
1989).
g Techniques to address deficits in 
information processing (e.g. Brenner, 
Hodel, Roder & Corrigan, 1992).
c Coping skills training (e.g., Coping Strategy 
Enhancement, Tarrier et al., 1993)
h For example, delusions (eg Fowler, Garety 
& Kuipers, 1998), hallucinations (eg 
Haddock, Bentall & Slade, 1996), and 
negative symptoms (Hogg, 1996).
d Improvement of compliance with medication 
(e.g. Lecompte & Pelc, 1996)
i Social skills training (e.g. Liberman, De 
Risi & Mueser, 1989)
e CBT interventions with families (e.g. 
Barrowclough & Tarrier, 1992)
j See h.
D elusions (f)
Delusions are defined in a medical dictionary as ‘an irrational belief that cannot be altered by 
rational argument’ (Martin, 1994). The idea behind CBT for delusions turns this traditional 
belief on its head and propose that delusions can not only be modified but also understood 
(Turkington, 1998). CBT treatments for delusions attempt to understand patient’s belief 
system by searching for clues in past life experiences, cultural and social circumstances, and 
exploring the evidence for the beliefs (e.g. Alford & Beck, 1994; Fowler, Garety & Kuipers, 
1998). Some treatments also involve behavioural experiments as part of the teaching and 
practice of reality testing. If an understanding of the development of the belief in real life 
events is adopted partly or wholly by the patient, it is thought that delusions may change in 
frequency, conviction and/or preoccupation (Fowler, Garety & Kuipers, 1998). Apart from 
that, there is no theoretical consensus to explain the occurrence and maintenance of 
delusional beliefs. Despite that there is no clear direction from theory on how delusions 
should be best tackled, a number of small-scale studies using slightly different approaches 
have all found support for the ability of CBT to modify delusions (Chadwick & Lowe, 1994; 
Turkington & Siddle, 1998). For example, Chadwick & Lowe (1994) reported on 12 
outpatients who had held their delusional beliefs for at least 2 years prior to treatment. After 
treatment, almost half of them (5) had rejected their beliefs fully and another 5 showed a 
reduction in the rating of how firmly they held their beliefs.
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In addition, there are suggestive evidence that the effects of the therapy may also improve 
other symptoms of schizophrenia and that the benefits are maintained at follow-up (Haddock 
et a l, 1998). Although these findings are encouraging, large-scale, longitudinal and well- 
controlled studies are needed to establish whether the effects are clinically significant over 
time and if the specific CBT techniques are responsible for that change. Specific delusional 
beliefs have been shown in longitudinal studies to change and become less important over 
time (Chapman & Chapman, 1988); the problem is that they may become replaced by new 
ones. Thus, to judge whether CBT has a real effect on delusional thinking then it is important 
to choose an outcome measure that tap the prevalence of all delusional thinking rather than 
use a measure of the perseverance of particular delusions over time.
As with CBT for medical adherence, there are ethical considerations to take into account 
when deciding whether to reduce delusional beliefs that are not directly identified by patients 
as unwanted beliefs. Irrational beliefs, with respect to scientific evidence, are common 
among the general population. For example, Turkington (1998) presented the result of a 
survey that showed that over 50% people believe that one can foretell the future, over 25% 
believe in ghosts and about 25% believe that reincarnation is possible. It is important to ask 
oneself for whose benefit the modification of a person’s belief system is sought? Indeed, the 
therapy may even cause patients harm as some develop severe depression seemingly as a 
result of rejecting their delusions (Turkington & Siddle, 1998). Special consideration should 
be given when the ‘irrational’ beliefs may relate to religious and cultural beliefs.
Auditory hallucinations (f)
Auditory hallucinations (AH) are the most common symptom of schizophrenia (Sims, 1988: 
cited in Haddock et a l,  1998). In 25-30% of patients AH are unaffected by traditional drug 
treatments (Shergill, Murray & McGuire, 1998). Unlike delusions, into which patients may 
lack insight about their bizarre and irrational nature, AH are generally experienced as 
distressful (Nyani & David, 1996). Because of these facts, many efforts have been made to 
find ways to reduce the occurrence of AH and to mitigate the effects of them.
There is no theoretical consensus on the development and maintenance of AH, but a 
common feature of the existing models of AH is that somehow, either psychologically or 
neurobiologically or both, some sort of misattribution of normally occurring inner speech is 
made to external sources (Haddock et a l, 1998). On the basis of different theoretical 
accounts several treatment techniques have been developed and tried, such as distraction, i.e. 
introduce a new stimuli that is able to distract attention away from the AH, thought stopping,
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‘focusing’ which involves for example daily monitoring of AH and discussion of the 
meaning of them. Shergill, Murray & McGuire (1998) review of 25 studies published 
between 1988 and 1997 found that almost all treatment strategies were found to have some 
beneficial effect on patients with AH. However, no strategy was found to be superior over 
the others. Moreover, many of the techniques were fundamentally different to each other. 
For example, both ‘focusing’ and distraction have been shown to reduce the frequency of 
AH in spite of that they are diametrically different to each other, one teach the patient to 
think and focus on their AH and the other suggest it is best to avoid to attend and think about 
them. Many of the techniques were shown to reduce the distress associated with AH, but not 
the frequency or impact of the AH themselves.
On balance, it can be asked whether the therapeutic effects could be due to non-specific 
effects, such as the attention given by a therapist or social desirability bias, rather than CBT 
directly influence the production of hallucinations. Very few outcome studies report benefits 
that last at follow-up. However, the effect of decreasing the distressing effect of AH can 
have clinical use even if the effect is short-lived.
Conclusion
In all areas reviewed there were studies reporting statistically significant improvements in 
symptomatology or other psychological ill-health variables related to schizophrenia. Thus, 
CBT appears to have a beneficial effect although there was no conclusive evidence whether 
this effect is clinically significant or not, and whether the improvement is a product of 
specific therapeutic effects of CBT or not. Moreover, all of the outcome studies reviewed 
above suffered from methodological difficulties such as small sample sizes, no control 
groups and variety of different outcome measures, which makes it difficult to draw any 
generalisable conclusions with regards to the utility of CBT in the management of those 
symptoms. The substantial heterogeneity of the schizophrenic population calls for large-scale 
studies, which use treatment programmes with a range of techniques in order to tailor the 
intervention to the particular symptomatology of each patient. This approach to treatment has 
recently been evaluated in carefully controlled trials.
C om prehensive treatm en t approaches
London-East Anglia tria!
Kuipers et a l  (1997) randomly allocated 60 patients with psychosis to a treatment group and 
standard psychiatric care control group (after attrition 53 cases remained for analysis). 70% 
of the sample suffered from schizophrenia. The aim of their therapy was to reduce ‘the
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distressing and disabling impact of psychotic symptoms, improving mood and engaging the 
individual actively in working to regulate the risk of relapse and social disability’ (Garety et 
a l, 1997, p. 420). The patients were seen in therapy for nine months. The techniques used 
included many of those outlined about for delusions and hallucinations above. Other 
techniques included the improvement and teaching of new coping strategies, e.g. relaxation 
and skills training, relapse prevention work, modification of dysfunctional underlying 
assumptions, e.g. ‘being worthless’.
In spite of using twelve outcome measures, such as depression, hopelessness, quality and 
frequency of hallucinations and delusions, insight, anxiety and social functioning, only a 
general measurement of overall mental state, the Brief Psychiatric Rating Scale (BPRS), 
showed a significant change compared to the control group. This was serious drawback for 
the aim of the study as many of those areas measured, e.g. depression and social functioning, 
was especially targeted in therapy. In addition, only about 50% in the treatment group (14 
people) showed a positive response to the treatment (over 20% reduction on the BPRS) and 
one showed a reliable worsening in symptoms (Garety et a l,  1997).
By looking at the single items of the BPRS they concluded that their therapy mainly had 
worked by reducing suspiciousness with respect to ideas of reference and persecution, 
unusual thought content in delusions and frequency of hallucinations (Kuipers et a l,  1997). 
However, none of these items showed significant change alone. Thus, in spite of using a veiy 
comprehensive treatment package addressing many of the symptoms and difficulties of 
people suffering from psychosis and canying out therapy totalling about 19 hours of expert 
therapeutic input, only changes in some aspects of delusions and hallucinations were 
achieved. In fact, those therapeutic gains are comparable to much more specialised and less 
labour intensive treatments.
For example, James (1983) reported that by using an earplug in one ear plus a distraction 
task AH were reduced for the two patients treated. The improvements were sustained at one 
and three-year follow-up. With regards to delusions, Chadwick & Lowe (1994) treatment 
lasted only for a shorter number of weeks and successfully reduced delusional beliefs in 40% 
of their patients. However, an impressive finding was found at follow-up in Kuipers et a l
(1997) study. The improvement achieved at end of therapy was retained in a nine-month 
follow-up. The control group average score on the BPRS remained at its base line.
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However, Kuipers et a l 's  study also suffered from two serious methodological problems, 
which were identified by them. First, the clinicians evaluating the outcome were not blind to 
the group membership of the patients. Second, the control group was different in an 
important non-controlled aspect; this group received the same routine treatment as the 
treatment group but nothing else. That is, the positive treatment outcome could have been 
due to attention and other non-specific therapeutic effects rather than CBT per se. These two 
limitations of the study reduce the confidence in the positive finding and put into question 
whether, or to what extent, the effectiveness of CBT actually was tested. Another 
comprehensive treatment approach study did not suffer from the same limitations.
Greater Manchester trial
Tarrier et al. (1998) randomly allocated 87 patients with chronic schizophrenia (after 
attrition 72 cases remained for analysis) to three conditions: 1) CBT and routine care; 2) 
Supportive counselling with as much therapist contact as in the CBT condition and routine 
care; 3) Routine care alone. Many efforts were made to blind the independent assessors to 
treatment allocation. The aim of the treatment was ‘coping strategy enhancement, aimed at 
teaching patients specific methods of coping with their symptoms; training in problem 
solving; and strategies to reduce risk of relapse’ (Tarrier et al. 1998, p. 304). In group 1 and 
2, twenty sessions were carried out over 10 weeks. They used the present state examination 
and the BPRS as outcome measures.
The result of the study indicated that the CBT group improved significantly in both severity 
and number of positive symptoms experienced. The supportive counselling group and the 
routine care group showed non-significant changes. Setting a veiy high criteria for clinical 
change at 50% (compared with Kuipers et aV s  (1997) 20% cut-off for BPRS), they found 
that 33% of patients in the CBT group, 14% in the counselling group and 11% in the routine 
care group achieved this improvement in both severity and number of positive symptoms. A 
further statistical analysis showed that those that received CBT had about eight times greater 
odds of showing 50% improvement compared with the other conditions. The result of this 
study is more impressive than the Kuipers et al.,’s (1997) in terms of treatment effect. As a 
result of a better design and a more stringent methodology the Greater Manchester study 
yielded stronger evidence for the hypothesis that CBT was the active therapeutic element 
responsible for the improvement. However, there are limitations with study as well.
Tarrier et al. (1998) failed to report whether the CBT group improved significantly more 
than the two other conditions. Although, the supportive counselling group only made a non­
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significant change there was evidence of a possible trend of improvement, at least with 
regards to severity of symptoms. Consequently, it is possible that the CBT group was not 
significantly better than the counselling group. It is important to use statistics to test for 
differential treatment effect rather than simply compare significance results (Matthews et al., 
1996).
There is also a problem with their reporting of the odds ratio of eight times in favour of the 
CBT group. That result is directly dependent on the criteria that are set to split the groups 
into either clinical improvement or no clinical improvement. That is, if the criteria for 
clinical improvement were set to 20% as in the Kuiper et al. (1997) study it is very likely 
that a different odds ratio would be given. It is possible that a less striking advantage for the 
CBT group would show. Moreover, they failed to report the confidence interval for the odds 
ratio, which makes it difficult to evaluate the margin error of the results. Lastly, without 
follow-up data it is difficult to evaluate the benefits of the treatment package. For example, 
do the improvements in symptomatology make up for the costs of intensive individual 
therapy in the long-term?
IS CBT AN ECONOMICALLY VIABLE TREATMENT OPTION?
It is difficult to assess the cost of CBT for schizophrenia as it is not yet fully established to 
what extent it actually provides clinical significant improvements and there is paucity of high 
quality cost-effectiveness studies. Even it is assumed that CBT is clinically effective, there is 
to date no clear indications of what techniques or treatment packages which are the most 
effective (Falloon, Coverdale & Brooker, 1996), what the minimum duration of an effective 
intervention is, what characteristics of patients that may indicate who would benefit most 
from treatment and how the therapy can be delivered to the lowest cost without losing any 
significant amount of its clinical effectiveness. Thus, it is not yet possible to say to what 
extent CBT for schizophrenia is cost effective.
DISCUSSION
There are numerous reasons to question the results of the many studies of the use of CBT on 
schizophrenia on methodological grounds (Falloon, Coverdale & Brooker, 1996; Wykes, 
Tarrier & Lewis, 1998). To mention a few, most of the evidence for the clinical effectiveness 
of CBT comes from single or small-case studies with the accompanying difficulties of for 
example how generalisable the results are. Moreover, there is no consensus about what 
constitutes effective clinical outcome and over what time span such an outcome should be 
evaluated. Hence, outcome measures are either chosen arbitrary or are chosen to show an
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advantageous outcome of the study (Wykes, Tarrier & Lewis, 1998). Other problems 
include differences in attrition between treatment groups and control groups which may 
make comparison less valid, inadequately described interventions, and limited adherence to 
specific treatment manuals (Falloon, Coverdale & Brooker, 1996).
There is also a problem with the diagnostic classification of schizophrenia. The diagnosis 
does identify a group people with a circumscribed aetiology, but creates a so heterogeneous 
group that some researchers suspect that there are at least two primary two groupings of 
causative variables that can create the symptomatology of schizophrenia (e.g. Bentall, 1992; 
Boyle, 1990). That is, the validity of the classification is in doubt. Moreover, the 
heterogeneity of the population constitutes a constant error rather than a random error, which 
means that inconsistent findings are likely to occur irrespective of the quality of the 
methodology and design adopted of a study (Ryden, 1995).
All those limitations of the research evidence to date suggest that findings should be 
interpreted with great caution. However, in spite of these problems there is sufficient 
evidence to suggest that in the process of applying CBT something of psychosocial nature 
results in improvements in patients suffering from schizophrenia, in particular drug resistant 
chronic patients. Apart from a few exceptions, e.g. Tarrier et a l, 1998, the evidence is at best 
weak for the suggestion that it is the specific nature of the CBT techniques used, rather than 
non-specific treatment variables, such as attention or social support, that is responsible for 
the improvement seen in research. Irrespective of how CBT works there is evidence that 
suggest that CBT could be beneficial in addressing some of the problems of drugs.
Furtheron, it seems that CBT may have a role to play at several stages in the course of 
schizophrenia. There are treatment techniques that can be applied both in prodromal, onset 
and remission phases of the syndrome. Most of the interventions developed to date have 
been aimed at the group of patients who are drug treatment resistant or cannot use the 
medication. It also possible that CBT could be the stand-alone treatment for a sub-group of 
patients with schizophrenics.
CONCLUSION
There is consistent evidence that many aspects of the symptomatology of schizophrenia and 
problems related to the illness can improve when CBT is applied. However, it is not clear 
how this change is achieved and it is possible that many of the beneficial effects of the
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application of CBT follow from non-specific effects rather than specific effects of CBT per 
se.
More research is needed to see what is effective for whom, what symptoms, what time it is 
effective and for how long it is effective. Moreover, the magnitude and the clinical relevance 
of the improvements need to be evaluated and be compared with alternative treatment 
approaches such as other psychosocial interventions, e.g. self-help and group treatments. 
There is need for replications of treatment approaches from independent research groups.
An important consideration when evaluating the cost of CBT is to determine who can carry 
out the therapy. Future research may use two treatment conditions, one where the therapy is 
carried out by experienced therapists and another where the same treatment is carried out by 
newly trained therapists, for example social workers or community psychiatric nurses. Such 
a study could empirically test whether the experience and professional qualification of 
therapist plays a role in the outcome of the intervention. There is also a need for research in 
the negative effects of CBT.
The common denominator among the many different CBT treatments on offer comes very 
close to what Carl Rogers and his colleagues found to be important factors in the outcome of 
psychotherapy for schizophrenia, i.e. high levels of genuineness, empathy and unconditional 
positive regard on the part of the therapist (Rogers, Gendlin, Kiesler & Truax, 1967). It has 
been suggested that empathy has a large causal effect on the outcome of CBT (Bums & 
Auerbach, 1996). One of the first questions researchers in CBT of psychosis must ask 
themselves are which of their CBT techniques extend beyond the improvements following 
from Rogerian therapeutic relationship bonding, to what extent do they provide additional 
benefits and to what cost.
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INTRODUCTION
Historically the mental health of people with learning difficulties has not been a priority 
among care professionals and academics (Dykens, 1998). Up to a few decades ago, it was 
still debated whether it was possible for people with learning difficulties to suffer from 
psychiatric disorders at all (Szymanki, 1994). Today, the provision of and attention given to 
the mental health care of people with learning difficulties is still lagging far behind that 
given to the general population (Swift, 1996). The prevalence of mental health problems is at 
least as large as in the general population with many studies showing much higher 
prevalence for people with particular learning difficulties, such as Down and William 
syndromes (Caine & Hatton, 1998). In recognition of this need, the British Government 
included mental health in its list of five key health priorities for people with learning 
difficulties (HMSO, 1995: in Turner & Moss, 1996).
In spite of the growing interest in the issue by the society, and among care professionals, 
only a minority of clinical psychologists are currently applying psychological interventions 
to specifically treat mental health problems in the population (Prosser, 1999). Moreover, 
there is a paucity of research into the issue by clinical psychologists (Hatton, Hastings & 
Vetere, 1999). This essay will discuss the dilemmas facing clinical psychology practice and 
service provision for people with learning difficulties who also suffer from mental health 
problems. There will also be a general discussion of difficulties in the diagnosis of mental 
health problems in the population. The discussions will largely be restricted to United 
Kingdom as health care and clinical psychology practice vary significantly across countries. 
In addition, because of space restrictions the purview of this essay is largely restricted to 
adult people.
WHAT IS LEARNING DIFFICULTIES?
The concept of ‘learning difficulties’ will here be synonymous to the terms of mental 
retardation, used in the United States, and the British definition of learning disabilities. The 
term Teaming difficulties’ was chosen as it may have less pejorative connotations. People 
with learning difficulties represent an arbitrary defined group of people with sub-average 
intellectual functioning accompanied by significant deficits in adaptive skill, such as 
communication and self-care (Winterhalder, 1997). The definition has changed over the 
years. The current received definition in Britain is identical to the American Psychiatric 
Association’s diagnostic criteria for mental retardation (DSM-IV, APA, 1994), see Table 1. 
The group of people generated by this definition includes more circumscribed diagnostic
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disorders such as autism and Down syndrome. That is, a person who is diagnosed with 
autism may also be diagnosed with learning difficulties if their condition also satisfies the 
diagnostic criteria for learning difficulties.
Table 1. The diagnostic criteria for learning difficulties in United Kingdom based on DSM-IV 
diagnosis of mental retardation (DSM-IV, APA, 1994). All three criteria have to be fulfilled for a 
diagnosis to take place.
Criteria Operationalisation
1. Sub-average general intellectual functioning
2. Significant deficits in adaptive functioning 
such as communication social skills social 
responsibility and self-care skills
3. Onset before the age of 18
This criterion is usually assessed with help of the 
revised Wechsler Adult Intelligence Scale 
(Wechsler, 1981) for adults and Wechsler 
Intelligence Scale for Children (Wechsler, 
(1991). The criterion is fulfilled if  the full IQ 
score is less than 70
There is no received way o f measuring or 
deciding on this criterion (Kendall & Hammen, 
1995)
Epidem iology
It has been estimated that about 1 per cent of the general British population has diagnosable 
learning difficulties (Hatton, 1998). Learning difficulties are more common in men (about 2 :
1) and among people with lower socio-economic status (Kendall & Hammen, 1995). The 
condition is in the majority of cases life-long.
A etiology
Bernard (1997) listed a number of causes of learning difficulties, such as genetic syndromes, 
viruses, toxins, and head traumas, all involving some neurological pathology. However, it 
has also been suggested that extreme psychological and social deprivation can cause mental 
retardation (Kendall & Hammen, 1995). Moreover, it would indeed be expected that from 
the normal distribution of intelligence there will be a small proportion of people in the 
general population with a level of intelligence satisfying the criteria for significant sub­
average intelligence without any neurological pathology, in the same way that there is a 
small group of people with significantly superior intelligence on the other side of the 
spectrum. It is possible that low intelligence can lead to significant deficits in adaptive 
functioning and therefore qualify these people for a diagnosis of learning difficulties. That is, 
it is theoretically possible that a small group of the population of people with learning
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difficulties has no distinct physical or extreme psychosocial aetiology. However, it appears 
that most of the moderate to profound learning difficulties are manifestations of neurological 
pathologies, although in many cases the aetiology is unknown (Kendall & Hammen, 1995).
HETEROGENEITY
As the diagnosis of learning difficulties is in most cases not based on an accurate 
identification of the cause of the condition, and because of its very general criteria, it 
generates a population with a great variety of aetiologies and symptomatologies (Dykens,
1998). For instance, hundreds of genetic causes of learning difficulties have been identified 
(Moser, 1992: in Dykens, 1998). About 1% of people with learning difficulties are classified 
under the term of profound learning difficulties. This group of people show only very limited 
motor and language development and are incapable of self-maintenance (Kendall & 
Hammen, 1995). On the other side of the ability spectrum, there are people with mild 
learning difficulties. This group makes up about 80% of the population of people with 
learning difficulties. Most of them can live independently in ordinary community settings 
and may never receive a diagnosis of learning difficulties (Winterhalder, 1997).
Following from this heterogeneity is that identification, aetiology and treatment of mental 
health problems in people with learning difficulties may be very different across the 
spectrum of disability (Holland & Koot, 1998). Furthermore, the level of learning disability 
is likely to have a substantial impact on how distress is expressed (Caine & Hatton, 1998).
WHAT IS DUAL DIAGNOSIS?
Prior to the use of the term dual diagnosis, a distinction was made between primary and 
secondary ‘handicap’ in people with learning difficulties. This was done to identify which 
‘handicap’ had priority, learning difficulties or mental health problems, and to decide 
whether a person was best catered for by mental health services or services specialising in 
learning difficulties. Dual diagnosis, the co-occurrence of learning difficulties and mental 
health problems, was coined in United States to get away from the problem of determining 
what condition was the primary ‘handicap’ (Reiss, 1994). The concept of dual diagnosis was 
also introduced to emphasize that both mental health and learning difficulties are equally 
important in relation to service provision and the aim of maximising quality of life.
However, there remain many unsolved dilemmas in relation to dual diagnosis. For example, 
do people with learning difficulties suffer from the same kind of mental health problems as 
people with no such difficulties? Can mental health problems in people with learning
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difficulties be measured in the same way as mental health problems in the general 
population?
MENTAL HEALTH PROBLEMS 
Why d iagn ose  m ental health  problem s?
In general, to receive treatment for mental health problems those problems must first be 
detected and diagnosed. That is, diagnosis is essential to gain access to treatment and 
professional support. It is also important for the planning and investment in mental health 
services. Moreover, diagnosis is essential for the development and evaluation of treatments 
and facilitates investigation into the nature of mental health problems (Russell, 1997).
W hat d o es  m ental health problem s m ean?
The question what mental health problems mean is not as clear-cut as it first seems. A 
diagnosis of mental health problems is influenced by social and cultural norms. As a 
consequence of changes over time in those norms, the definition of mental ill health also 
changes (Caine & Hatton, 1998). In Britain, the diagnostic manual DSM-IV (APA, 1994) is 
commonly used to define what constitutes a mental disorder (Moss, Costello & Prosser, 
1997). Mental health problems will henceforth refer to a condition that is satisfying the 
DSM-IV criteria for one or several mental disorders. However, there are many distinctive 
problems with applying this norm and the associated diagnostic techniques to people with 
learning difficulties.
Mental health problem s in p eop le w ith learning d ifficu lties
Mental health problems in people with learning difficulties have been suggested to have 
different distribution and course, and to some extent different aetiologies, compared with 
general population on whom the DSM-IV is validated and standardised (e.g. Dykens, 1998; 
Matson & Sevin, 1994).
Epidemiological differences
There are differences in the frequency distribution of mental disorders in people with 
learning difficulties when compared with the general population. The prevalence of 
schizophrenia is higher in people with learning difficulties compared with the general 
population (Moss, Costello & Prosser, 1997), whereas the prevalence of affective and 
neurotic disorders is lower respectively (Moss, 1995: in Prosser, 1999).
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Total prevalence of dual diagnosis
There is no consensus about the total prevalence of mental health problems in people with 
learning difficulties, with estimates from 10% to 80% depending on definition of mental 
health problems, method of assessment and sample of population (Caine & Hatton, 1998). 
However, the majority of epidemiological studies suggest a prevalence rate at least as high as 
in the general population, which has been estimated to be in-between 15% to 22% (Myers et 
ah, 1984: in Kendall & Hammen, 1995; Fraser, & Nolan, 1994; Gravestock & Bouras, 
1997).
Aetiology
Knowledge about the aetiology of mental health problems is important to the planning and 
choice of interventions, to make more accurate diagnoses and to guide research into the 
nature of dual diagnosis. There is an ongoing debate to what extent the aetiology of mental 
health problems in learning difficulties are dependent of the aetiology, or behavioural 
manifestations, of learning difficulties. Szymanski, whose work on dual diagnosis is 
frequently cited in the literature, provided an illustration of the divided opinion by 
supporting two opposing arguments in the same article. At one point, he stated ‘There is no 
reason to expect that mental disorders comorbid with mental retardation have different 
aetiologies from the same disorders in a person with normal intelligence’ (Szymanki, 1994, 
p. 24). On the next page, he contradicted his first statement by saying: ‘Brain dysfunction 
that results in mental retardation might also predispose [added italics] the individual to a 
mental disorder’.
Szymanski’s second statement is in concordance with model 1. In this model mental health, 
problems and learning difficulties share aetiologies to some degree. There is plenty of 
evidence to suggest that learning difficulties caused by genetic disorders, such as Down 
syndrome and Fragile X syndrome, are associated with increased vulnerability to develop 
distinctive psychiatric disorders (Dykens, 1998) and for overlapping symptomatologies for 
some learning difficulties in relation to particular mental health problems (Bemey, 1997). 
For example, Meadows et al. (1991: cited in Bemey, 1997) compared 25 people with mild 
learning difficulties with 26 people of average intelligence who also suffered from 
schizophrenia and found that their clinical presentations were very similar.
Szymanski’ s first statement corresponds to model 2 (see Figure 1), i.e. mental health 
problems and learning difficulties are caused by independent factors.
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Figure 2. An outline of some simple causal pathways for dual diagnosis. Boxes that overlap each 
other indicate that some behavioural manifestations of those two entities are shared.
Model 1
Neurobiological pathology , k Behavioural manifestations of learning difficulties, such as communication 
problems and social isolation.
Psycho-social factors e.g. low social support, 
histoiy of rejection and failure, and non­
stimulatory environment and/or 
Neurobiological pathology
Mental Health 
Problems
Model 2
Mental Health 
Problems
Neurobiological pathology Behavioural manifestations of learning difficulties, such as communication 
problems and social isolation.
Psycho-social factors e.g. low social support, 
history of rejection and failure, and non- 
stimulatory environment and/or 
Neurobiological pathology
Model 3
Psycho-social factors e.g. low social support, 
history of rejection and failure, and non­
stimulatory environment
Behavioural manifestations of learning 
difficulties, such as communication 
problems and social isolation.
Mental Health 
Problems
It seems likely, although there is no conclusive evidence, that not every type of 
neuropathology causing learning difficulties also make the person vulnerable to all mental 
health problems. It may be for example that the chromosomal defect responsible for Down
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syndrome does not also create a vulnerability to generalised anxiety disorder. If that was 
true, model 2 would be supported, depending whether the symptomatologies overlap or not, 
in that particular situation.
The third model represents a type of dual diagnosis with no neuropathological aetiology for 
the learning difficulties.
Discussion
It is unlikely that any simple causal model would account for dual diagnosis across all 
learning difficulties and all mental health problems. Attempts of a comprehensive model 
have been made by for example Matson & Sevin (1994). An all comprehensive model can be 
useful in both clinical practice and research, but it also runs the risk of explaining everything 
in general, but nothing or veiy little for individual cases.
The more simple models in Figure 1 were presented to highlight that it might be possible that 
certain combinations of mental health problems and learning difficulties may have much 
more circumscribed causal pathways. As discussed above, there is some preliminary 
evidence supporting this hypothesis, which if true has important implications for diagnosis 
and clinical practice. Dykens (1996) purported that the study of aetiologies on circumscribed 
populations with known aetiologies of learning difficulties have been and will increasingly 
be veiy important to the planning of interventions. For example, a clinical presentation 
fitting model 1 would inform the clinician that mental health problems have a higher 
probability of emerging irrespective of what is done to treat the ordinary aetiology of the 
disorder. Consequently, pharmacotherapy may be indicated or a different type of 
management that takes into account that some manifestations of the mental health problems 
may be unavoidable due to the underlying neurological pathology. On the other hand, a 
presentation in accordance with model 3 may suggest a treatment approach similar to the 
ones used on the general population.
CONCLUSION
There seem to be ample evidence to indicate that there are unique causal pathways to mental 
health problems for at least a portion of the population with learning difficulties compared 
with the people with no learning difficulties.
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DILEMMAS IN ASSESSMENT OF DUAL DIAGNOSIS
One of most difficult dilemmas facing clinical psychologists and other care professionals 
working with dual disability is the problems associated with the obtainment of sufficient and 
accurate information to make a valid dual diagnosis. Next is a list of problems that have been 
identified to complicate such an assessment.
Com m unication and understanding
Mental disorders of the DSM-IV is to a large extent based on verbal accounts by the clients 
and thus demands that they possess good communication skills and an ability to recognise 
and communicate different emotions as defined and understood by the assessors, which all 
are areas that can be impaired in people with learning difficulties (Reed & Clements, 1989: 
in Russell, 1997). It may even be impossible to make a proper diagnosis. For example, there 
is no defined nucleus of non-verbal symptoms for schizophrenia (Russell, 1997). Moss et al. 
(1996) concluded that auditory hallucinations were the only psychotic symptoms that could 
be detected with confidence in people with learning difficulties thought to suffer from 
schizophrenia.
Dem and characteristics
Moss, Costello & Prosser (1997) stated that people with learning difficulties are more likely 
to acquiesce. They have also been suggested to have learned habits of compliance (Sigelman 
et al., 1981: Bemey, 1997). These problems lead to inaccurate and possibly invalid 
diagnoses.
More sev e re  learning d ifficu lties
Swift (1996) stated that people with more severe learning difficulties were neglected. The 
problem is that it is virtually impossible to diagnose someone with severe and profound 
learning difficulties using the current classification system (Prosser, 1999; Reiss, 1994)
D ifferent inform ation so u rces g ive  d ifferent a n sw ers
Different clinicians show considerable differences in the type and quality of information they 
try to obtain in the assessment leading to unreliable diagnoses (Moss, Costello & Prosser, 
1997).
O ver-diagnosis
Gravestock & Bouras (1997) concluded that psychoses are often over-diagnosed in people 
with learning difficulties who present with, for example, odd behaviour and muddled speech.
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U nder-diagnosis
There are several reasons for the under-reporting of mental health problems. For example, 
diagnostic overshadowing, i.e. that symptoms of mental health problems are not 
acknowledged as such but attributed to behavioural manifestations of learning difficulties 
(Reiss, 1994). In addition, Moss et al. (1996) found that assessment of mental health 
problems that relies heavily on information from third parties leads to an under-reporting of 
mental disorders. The under-reporting has been found to be particularly serious for older 
adults. Patel et al. found that two-thirds of older adults (over 50 years) had undetected 
diagnosable mental disorders (1993; in Prosser, 1999).
CONCLUSION
One theme seems to emerge from the above list of problems in the diagnosis and detection of 
mental health problems. The use of DSM-IV diagnostic tools and criteria do not seem to 
produce valid and reliable diagnosis on many people with learning difficulties, especially the 
more severe ones. In addition, for people with the lowest abilities a traditional diagnosis is 
not possible. Clinicians are forced to make qualified guesses about diagnosis on the basis of 
abnormal behaviour and information from carers.
WHAT DETERMINES WHETHER A BEHAVIOUR IS A PROBLEM OR 
NOT?
Disorders in the DSM-IV are partly identified on the basis of the extent behaviour, or 
emotional manifestations, which deviate from the norm of the general population (Kendall & 
Hammen, 1995). This is a contentious premise already for the general population (e.g. Szasz, 
1960) but even more so for people with learning difficulties. Normal behaviour is not the 
same for learning difficulties as that in the general population. Moreover, for a subgroup of 
people there exists circumscribed neurological pathologies, as discussed above, and it may 
be that there are unique behavioural patterns that are the norm for different aetiologies.
Reiss (1994) stated that one of the major challenges in assessment and diagnosis was how to 
determine whether a behavioural manifestation, such as social withdrawal or stereotypic 
behaviour, was a symptom of learning difficulties or a symptom of mental health problems. 
This is not just an academic query but has important implications for the individual. For 
example, if a behaviour is considered to be due to mental health problems psychotropic 
medication or behavioural modification may be used to change the behaviour. However, if 
the behaviour is judged to be part of the person’s normal and preferred behaviour repertoire
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then there may be no intervention or an intervention involving changes in the environment in 
order to accommodate the behaviour. On the other hand, behaviour that is not considered to 
be abnormal in the general population, such aggression and non-compliance, are at times 
considered to be abnormal in people with learning difficulties.
Challenging behaviour
A widely cited definition of challenging behaviour is provided by Emerson:
‘culturally abnormal behaviour of such intensity, frequency or duration that the physical 
safety of the person or others is placed in serious jeopardy, or behaviour which is likely 
seriously to limit of, or result in the person being denied access to, ordinary community 
facilities.’
(Emerson, 1995: in Emerson, 1998)
Challenging behaviour is the most common reason for referral of people with learning 
difficulties to learning difficulties services (Prosser, 1999). However, challenging behaviour 
is not a mental disorder according to the DSM-IV. It is important to establish whether the 
challenging behaviour could be partly or wholly caused by mental health problems as the 
diagnosis will guide the choice and appropriateness of intervention. It appears that in current 
psychiatric practice challenging behaviour is treated as a de facto mental health problem. 
Traditionally, the most common response to the management of challenging behaviour has 
been the use of medication (Baker, LaVigna & Willis 1998). Moreover, the majority of 
people receiving psycho-active medication do not have any psychiatric diagnosis (Fleming et 
al., 1996: in Caine & Hatton, 1998). Some of the medication is prescribed for their sedative 
effect (Kon, 1997) rather than for any particular effect on an assumed aetiology of the 
behaviour. Sedation of clients in order to control their behaviour has serious implications for 
their quality of life.
It seems to be unjustifiable to apply an intrusive intervention such as psycho-active 
medication without a comprehensive assessment of the function and aetiology of the 
behaviour and a careful analysis of alternative interventions. It is unclear to what extent such 
assessment and considerations are made in everyday psychiatric practice.
There are today many environmental and behavioural interventions for challenging 
behaviour, even for severe behaviour such as self-injurious behaviour, which also have been 
supported by outcome studies (e.g. Emerson, 1998; Carson, Clare & Murphy, 1998).
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However, more research is needed as most of the studies are single-case studies and it is 
therefore not known how successful the treatment approaches are on other clients.
CONCLUSION
There appears to be a confusion in the literature on how to operationalise mental health 
problems. Sometimes mental health problems are strictly defined as mental disorders as 
defined by DSM-IV and at other times any behaviour that appears distressing that is socially 
unacceptable or makes the person difficult to manage in a particular setting is referred to as a 
mental health problem. There seems to be a need for comprehensive biopsychosocial 
standardised assessments making use of multiple sources of information, which includes a 
careful analysis of behaviour and its function. In addition, norms and clinical guidelines need 
to be developed to ensure valid and reliable diagnosis of dual diagnosis.
ACCESS TO SERVICES
Prosser (1999) highlighted the problems for people with learning difficulties gaining access 
to mental health care. She stated that most clients with dual diagnosis have to pass two stages 
before they get to see a mental health care professional. First, the decision to seek help for ill 
health irrespective of its physical or psychiatric is often taken by carers or family members 
(Nezu & Nezu, 1994). This is partly due to the difficulties people with learning difficulties 
have in recognising health problems. Moreover, even if they are able to recognise ill-health 
they may not understand or be aware of how to go about seeking help (Prosser, 1999). They 
may also be ignorant about the existence of mental health services and for example that 
emotional problems can be treated. Second, the general practitioner (GP) must have the skills 
and interest to be able to identify mental health problems. Detection of mental health 
problems in the general population by GPs has been shown to be inadequate and it is likely 
that the detection is even lower for people with learning difficulties (Prosser, 1999).
Equal opportunities
In addition to the undetected or untreated mental health problems in people with learning 
difficulties, there is lack of provision of services for less serious mental health problems. In 
practice, especially in primaiy care, clinical psychologists offer treatment to people in the 
general population who do not satisfy all criteria for mental disorder, e.g. mild depression, 
relationship problems and adjustment problems (Marzillier, 1992). This opportunity is 
seldom offered to people with learning difficulties partly because, as mentioned above, few 
adult mental health clinical psychologists admit people with learning difficulties (Blackburn,
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1999) and because sub-diagnostic mental health problems may not be referred to secondary 
psychiatric services or not be treated by them.
R eason for referral
Because of the difficulties for many people with learning difficulties to recognise and seek 
help for mental health problems and because of necessary reliance on third party information 
in many cases, clinicians have to carefully consider for whom the behavioural and/or 
emotional manifestations are a problem (Swift, 1996). In my own experience of working 
with dual diagnosis, there is a significant proportion of referrals that is due to a carer’s 
difficulties in meeting the needs of a client, rather than the mental health problems of the 
client. This concern is particularly important when clients are labelled as exhibitors of 
challenging behaviour (Baker, LaVigna & Willis 1998).
CLINICAL PSYCHOLOGY PRACTICE AND SERVICES 
Role o f clinical psychology
In the last decade a range of books and articles have been published suggesting and 
describing non-medical interventions for people with dual diagnosis (Stenfert Kroese, 1997; 
Winterhalder, 1997). Many of the interventions offered to the general population, such as 
cognitive and behavioural therapy, and psychotherapy, have been modified to address the 
needs of people with learning difficulties (Caine & Hatton, 1998). Other roles of clinical 
psychologists include assessment, development of new services, evaluation of new services 
and interventions, teaching other care professionals about mental health issues, assessment 
and interventions with respect to dual diagnosis.
D ilem m as in clinical psychology  practice & serv ice  provision
An important dilemma in clinical psychology practice is created by the problems of detection 
and the diagnostic issues discussed above. In addition, there are other issues that have been 
identified which affect clinical psychology practice and service provision in particular.
Divided service provision
In United Kingdom mental health needs and learning difficulties needs are traditionally 
served by different agencies, mental health and learning difficulties services respectively. 
People with dual diagnosis do not fit into this model care very well. Adult mental health 
services do not in general admit clients with learning difficulties (Blackburn, 1999). 
Consequently, many clients with dual diagnosis are today referred to a psychiatrist 
specialising in learning difficulties.
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Medical model versus biospychosocial models
In psychiatry, interventions have traditionally been restricted to the indiscriminate use of 
psychopharmacy for the purpose of social control, with little matching of drug to diagnosis, 
monitoring short- and long-term effect, or evaluation of efficacy of intervention (Crabbe, 
1994, cited in Caine & Hatton, 1998). The majority of people receiving psychopharmacy do 
not even have a psychiatric diagnosis (Caine & Hatton, 1998) This situation constitutes an 
important challenge for clinical psychology services. Clinical psychology has an important 
role in offering alternative interventions to medication, influencing and conducting mental 
health assessments on the basis of biopsychosocial models rather than on medical models, 
and the development of services that can bridge the gap between mental health and learning 
difficulties services. For example, a major challenge for a clinical psychologist is to convince 
medical professionals responsible for the care of the client that cognitive-behavioural 
intervention for certain challenging behaviours may be a better alternative to the common 
treatment modality of psychopharmacology such as neuroleptics, tranquillisers and anti­
convulsants (Kon, 1997).
Lack of interest
If the mental health needs of people with learning difficulties are to be met and if 
psychological interventions prove to be as effective for this populations as it has been for the 
general population (Roth & Fonagy, 1998), then there is a need for more clinical 
psychologists working with learning difficulties. Unfortunately, there appears to be a lack of 
interest in both clinical work and research reflected in many vacant posts across the country 
(Hatton, Hastings & Vetere, 1999).
OTHER CONCERNS AND DILEMMAS 
Vulnerability to  m ental health problem s
There are many circumstances and events in people with learning difficulties life that may 
make them more vulnerable to mental health problems, such as their deficits in adaptive 
functioning and unusual behaviour repertoires (Gravestock, 1997). Prosser (1999) pointed 
out, however, that the suggestion that people with learning difficulties are more vulnerable to 
mental health problems is as yet speculative due to the dearth of empirical evidence. 
Nevertheless, it is important that clinicians and carers pay attention to factors that may make 
their clients more vulnerable in order to attempt to prevent mental health problems from 
occurring.
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C onsent to  treatm en t
A client may agree to certain interventions, irrespective of whether or not they are informed 
and fully understand the intervention and its implication or not, because they acquiescence. 
Clinical psychologists have to be careful to ensure that the client is as aware as possible of 
the intervention proposed and its implications.
Ethnicity and socio -econ om ic  sta tu s
There is little empirical knowledge about dual diagnosis and quality of service provision for 
people from different ethnic backgrounds and socio-economic status (Littlewood & 
Lipsedge, 1989). It is possible that communication difficulties due to non-British mother 
tongue, different cultural backgrounds and prejudices in society may influence the access 
and quality of mental health care offered to ethnic minorities. For example, Chaplin et al. 
(1996) found that Asian people with learning difficulties were more likely to receive a 
diagnosis of psychosis. More research is needed to find out whether such differences are due 
to differential treatment or not.
DISCUSSION
This essay has discussed a number difficulties facing clinical psychology practice and 
service provision in relation to dual diagnosis. It has been shown that many of the problems 
are partly caused by the lack of adequate and standardised approaches to assessment and 
diagnosis developed for use on this population in particular. The approaches to diagnosis 
used in the general population were found to lack validity and reliability when used on 
people with more severe learning difficulties. There are encouraging signs of new diagnostic 
methods, such as the Psychiatric Assessment Schedule for Adults with Developmental 
Disability (PAS-ADD) (Moss et al., 1993: in Moss, Costello & Prosser, 1997) and the Reiss 
screen and scales (Reiss, 1994). However, more research is needed to evaluate these new 
developments. Few validations by independent workers have been done on those 
instruments. There is also need for a more general strategy. It is possible that the 
development of a new diagnostic manual could create a gold standard to diagnosis as the 
DSM-IV (APA, 1994) has done for the diagnosis of mental health problems in the general 
population.
The concept of dual diagnosis seems to be useful to highlight attention and resources to 
mental health problems in people with learning difficulties. However, the heterogeneous 
population created by the definition of learning difficulties could conceal distinctive needs of 
more circumscribed groupings of the population, such as autism and genetic disorders.
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Underlying many of the problems of diagnosis and research into dual diagnosis is the 
treatment of people with learning difficulties as a homogenous group on which 
generalisations can be made (Dykens, 1998). In addition to aetiological sub-classification 
there may be a mileage in sub-classifying people with widely different levels of adaptive 
functioning in research and clinical management. This could, for example, help direct more 
resources to the neglected group of people with severe and profound learning disabilities.
On balance, many of the issues brought up in this essay such as, ethnic and social 
considerations, equal opportunities, divided service provision and different professional 
ethos, are in urgent need of the attention of researchers. More empirical knowledge is needed 
to inform policy makers and managers of services how to improve the current inadequate 
provision of mental health services for people with learning disabilities. In addition, more 
attention is needed to prevention of mental health problems in this population. Lastly, there 
is a great need for educating general practitioners and carers about dual diagnosis in order to 
increase the detection of mental health problems.
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INTRODUCTION
Depression and dementia are the two most prevalent and disabling mental health conditions 
in late life (Reifler, 1997). Detection and accurate diagnosis of the two conditions have 
received a great deal of attention in the literature and are of great concern and consequence 
for clients, carers and mental health professionals (Woods, 1999). A major difficulty for 
diagnosis of either condition is that the two conditions, as they are currently defined, have 
overlapping symptoms which sometimes lead to misdiagnosis (Ballard & Eastwood, 1999).
A diagnosis of depression or dementia has different implications for treatment, care and how 
the client and their carers and family think about and plan the future. Without an accurate 
diagnosis clients are unlikely to receive the best treatment for their condition. The 
availability of effective therapeutic interventions for both depression (Katona, Freeling, 
Hinchcliffe, Blanchard & Wright, 1995) and certain types of dementias for older adults 
(Forette & Rockwood, 1999), makes the detection and accurate diagnosis of the two 
conditions extremely important.
The detection of early stage dementia is becoming increasingly more important as new drug 
treatments are developed, and because in the future treatments may be developed that could 
prevent the progression of the disease (Ballard & Eastwood, 1999; Hofinan, et a l,  2000). 
However, the differential diagnosis between depression and dementia is even more difficult 
at an early stage of progressive dementia, the most common form of dementia, because at 
later stages the developing clinical profile is more specific to dementia. This essay will 
outline and discuss a number of difficulties in differentiating depression from early stage 
dementia. In addition, an evaluation of different ways of overcoming the difficulties will be 
made before the conclusion and a suggestion of future topics for research.
Because of the limited space and remit of this essay the discussion will be limited to older 
adults, over 65 years of age, even though dementia can occur in all ages. Furthermore, the 
focus of the essay will be on clinical utility rather than on theoretical issues.
W hat is dem entia?
In the literature there are a number of specific definitions of dementia (eg DSM-IV; ICD-10; 
NINCS-ARDA: McKhann, et a l, 1984). Dementia is a syndrome in that it is an umbrella 
classification of a group of disorders, see Table 2, which all share a number of clinical 
symptoms. It is a clinical syndrome because for the majority of the disorders the aetiology
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can either first be determined after death by autopsy or not at all. Thus, a diagnosis of a 
particular disorder has to be made on the basis of clinical symptoms. There is no consensus 
in the literature of a definite definition of dementia or of particular dementia disorders. A 
more general definition, which encompasses the commonality among the definitions, was 
offered by Folstein:
“Dementia is a clinical syndrome characterized by a decline of multiple cognitive
functions from a previously attained level” (Folstein, 1997).
W hat is early s ta g e  dem entia?
There is no received definition of early stage dementia. In the literature, it refers both to 
people reaching a diagnosis of dementia proper (see below) and people who have symptoms 
indicative of dementia but whose presentation do not fulfil the diagnostic criteria for 
dementia. In the latter case it is assumed that their condition will progress to dementia 
proper. To get a better idea of what is meant with dementia, the DSM-IV definition, here 
called dementia proper, will next be discussed, see Table 2. It should be noted that this 
definition has been found to identify moderate to severe dementia and therefore leaves a 
person in an early stage of the disorder undiagnosed (Woods, 1999). Early stage dementia 
refers to a milder form of dementia proper, in that functional impairment may not be severe, 
or significant, enough to fulfill all criteria for dementia, or/and there may be only one 
cognitive impairment (eg memory problems) instead of more than one.
It is notable that in the literature, and in this essay, the concept of early stage dementia 
disorder does not necessary mean that, the condition investigated fulfils the criteria for a 
particular dementia disorder, but may refer to clinical symptoms of a suspected or later 
identified disorder in a prodromal stage.
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Table 2. Diagnostic criteria for Dementia (DSM-IV: APA, 1994)
(A) The development of multitude cognitive deficits manifested by both
(a) memory impairment (impaired ability to learn new information or to recall previously 
learned information)
(b) one (or more) of the following cognitive disturbances:
1) aphasia (language disturbance)
2) apraxia (impaired ability to carry out motor activities despite intact motor function)
3) agnosia (failure to recognize or identify objects despite intact sensory function)
4) disturbance in executive functioning (i.e. planning, organizing, sequencing, abstracting)
(B) The cognitive deficits in Criteria A1 and A2 each cause significant impairment in social or 
occupational functioning and represent a significant decline from a previous level of functioning.
(C) The deficits do not occur exclusively during the course of a delirium.
A ssum ptions
From reading the literature it appears that the two following assumptions underlie the DSM- 
IV definition and are retained in the concept of early stage dementia.
First, although the DSM-IV give specific diagnostic criteria for a number of dementia 
disorders, see Table 3, a specific organic, functional or other type of aetiology is not required 
for a dementia to be diagnosed. Thus, for example, if being deprived of social interactions 
and communications could give rise to dementia then it could be diagnosed according to the 
DSM-IV.
Second, dementia can be progressive, static or reversible as the definition does not make any 
statement about the course of the condition.
Table 3. Different types of dementia disorders (DSM-IV: APA, 1994)
Alzheimer’s disease Vascular Due to Head Trauma
Due to Parkinson’s disease Due to Huntingdon’s disease Due to Pick’s disease
Due to other Medical Conditions Substance-Induced Persisting Not Otherwize Specified.
Other com m ents about th e  defin ition  o f dem en tia  proper
There are several other important points to make about the DSM-IV definition which has 
bearing on our discussion. First, the criteria for the diagnosis is arbitrary in the sense there 
are no clinical or biological markers which objectively and conclusively signify dementia, or 
any specific dementia disorders as defined by the DSM-IV.
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Second, the definition states that the cognitive impairment should be a significant 
impairment from previous functioning. That is, a history of previous functioning is necessary 
from a diagnosis.
Third, a diagnosis can only be made if the cognitive impairment has led to a significant 
impairment in social and cognitive functioning compared with previous functioning.
Fourth, the idea that dementia affects a multitude of cognitive functions has arbitrarily been 
operationalized to mean that memory impairment is the most important and necessary 
cognitive impairment in dementia.
Fifth, the definition creates a large and very heterogeneous group of people with different 
aetiologies, symptomatologies and course profiles.
Epidemiology
Prevalence estimate for dementia changes dramatically with age is about 5% at the age of 65 
and 20% at the age of 80 (Woods, 1999).
The prognosis differs with type of dementia. The most common dementia, Alzheimer’s 
disease, follow a progressive deterioration in cognitive functioning with average duration 
between onset of memory disorder to dearth about 8 to 10 years (Folstein, 1997). The 
prevalence of reversible dementia is about 1% (van Crevel, van Gool & Walstra, 1998).
W hat is depression?
Like dementia, depression is a clinical syndrome compromising a range of depression 
disorders with no specified or known aetiologies, eg major depressive disorder, dysthymia, 
adjustment disorder and bipolar disorder (Dick & Gallagher-Thompson, 1996). Thus, 
definitions of depressive disorders also suffer from arbitrary set criteria and cut-off points. 
The principal symptom among depression disorder is low mood for a prolonged period of 
time (DSM-IV: APA, 1994). As a diagnosis of depression often relies on self-report it is 
important to ascertain whether depressive symptoms can reliably be detected also in people 
with dementia who have cognitive impairments which may make their statements less valid. 
Recent research has demonstrated that diagnosis of depression is reliable for people with 
mild to moderate levels of cognitive impairment (Katz, 1998).
A problem complicating diagnosis is the unresolved issue whether depression in older adults 
are qualitatively different to depression in younger adults or not. This problem puts in
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question the use of diagnostic criteria and assessment instrument, developed on younger 
adults, on older adults (Dick& Gallagher-Thompson, 1996).
In the literature related to depression and dementia in late life, depression is defined and 
assessed in a variety o f ways. Common methods include psychiatric interview using different 
types of diagnostic manuals (eg DSM-III, DSM-IV: APA, 1994 and ICD-10: WHO, 1992), 
interview schedules such as Hamilton Rating Scale for Depression (HRDS: Hamilton, 1976: 
cited in Williams, 1992), self-report instruments such as Geriatric Depression Scale (GDS: 
Yesavage et a l,  1983: cited in Dick& Gallagher-Thompson, 1996), and single item self- 
report scales (eg Kipling, Bailey & Charlesworth, 1998). As a consequence, depression often 
refers to different types of conditions in the literature. For example, only 45% of United 
Kingdom assessment clinics for cognitive impairments (aka Memory Clinics), used 
standardized instruments to evaluate mood disorders (Wright & Lindesay, 1995: cited in 
Ballard & Eastwood, 1999).
Major Depressive Episode (MDE), as defined by the DSM-IV, is a depressive disorder 
which often has been associated with early-stage dementia. In Table 4 a selection of the 
diagnostic criteria for MDE are given which appears to be related to dementia. Those 
symptoms can give a clinical presentation that resemble sub-diagnostic dementia (i.e. early 
stage dementia) and even dementia proper as defined by DSM-IV (Hofinan, et a l, 2000; 
Warrington, 1997).
Table 4. A selection of diagnostic criteria for Major Depressive Episode (DSM-IV: APA, 1994)
(A) Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly 
every day (as indicated by subjective account or observation by others of apathy most of the 
time).
(B) Psychomotor agitation or retardation nearly eveiy day (observable by others, not merely 
subjective feelings of restlessness or being slowed down)
(C) Fatigue or loss of energy nearly every day
(D) Diminished ability to think or concentrate, or indecisiveness, nearly every day (either by 
subjective account or as observed by others)
Epidemiology
There are no consensus over the prevalence of depression in older adults and estimates vary 
considerably. The reason for the inconsistent prevalence figures have been attributed to 
difficulties in detection because older adults have been found to deny their depressive 
symptoms, problems with measurement as instruments used for younger adults may not be
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valid for the older adults, and biased sample selection due to the exclusion of people with 
dementia (Woods, 1999).
In community samples estimates of Major Depressive Episode ranges from 1% to 5% 
(Blazer, 1994). In clinical samples it ranges from 10% to 15%. An additional 9% to 30% of 
older adults in the community report significant depressive symptoms (Dick & Gallagher- 
Thompson, 1996).
Most of the estimates with regards to progress, appear to indicate that about a third of 
depressed clients remain depressed for several years and about 20% make a complete 
recovery (Livingston & Hinchliffe, 1993: cited in Woods, 1999).
DISTINCTION BETWEEN DEPRESSION AND EARLY STAGE 
DEMENTIA
On the basis of the current definitions and understanding of depression and dementia, the 
idea of differential diagnosis between depression and dementia is misleading (Gainotti & 
Marra, 1994; Holden, 1995).
Depression and dementia disorders, as discussed above, are descriptive classifications of a 
range of clinical symptoms with no necessary link to specific known aetiologies. It follows 
that the task cannot be to find out whether depression or dementia is the primary or only 
cause of a particular clinical presentation, i.e. differential diagnosis proper, as no causes are 
implied or known, but to endeavour to diagnose both depression and dementia if the 
presenting problems fulfils respective diagnostic criteria.
It is not within the remit of this essay to evaluate the different aetiological theories with 
regards to concurrent symptoms of dementia and depression. Models have been proposed 
suggesting that depression and dementia lie on a continuum, that dementia lies on a 
continuum with normal ageing, that dementia may cause depression, that depression may 
cause dementia, that dementia and depression may be independent syndromes and that 
another disorder may cause both depression and dementia. Although those models have great 
theoretical value, there are at present no empirical evidence to back up any of the models, 
and thus currently of little clinical utility.
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Masking
In early stage Alzheimer’s disease depression is very common and may in fact be part of the 
condition’s pathological process (Visser et a l,  2000). The task is further complicated by the 
fact that early stage dementia may present with primarily depressive symptoms rather than 
cognitive impairments. Reding, Haycox & Blass (1985) concluded in their prospective study 
of 225 clients referred to a dementia clinic that early stage progressive dementia disorder can 
present as depression with little cognitive impairment. Thus, detection of early stage 
dementia in case of clients with depression cannot rely on potential differences in cognitive 
impairments between depressive dementias and other dementias.
The two syndromes are most likely to mask each other, or to be mixed-up, in clients with 
mild cognitive impairment and severe depressive symptoms, see Figure 3. About 5% to 15% 
of carefully assessed clients with presumed diagnosis of primary dementia and depressive 
symptoms will be diagnosed with depression at follow-up (Gainotti & Marra, 1994). A 
diagnosis of depression is more straight forward than a diagnosis of dementia, as it is based 
on self-reported and/or a range of more or less observable symptoms, whereas the diagnosis 
of particular dementia disorder often requires an extensive medical and ideally longitudinal 
assessment. An important question therefore would be how common it is that the two 
syndromes co-exist. That is, if for example depression with cognitive impairment is 
diagnosed, how likely is it that dementia is also diagnosable.
Comorbidity
Epidemiological studies have shown that comorbidity between depression and dementia, 
especially in early stage dementia, is very high, although the prevalence varies with different 
dementia disorders. One study found that among 105 dementia outpatients 10% of clients 
with Alzheimer’s disease (AD) and 19% of clients with Multi-infarct Dementia (MID) had 
major depression. Depressed mood was present in 34% of the MID and 40% in the AD 
(Reichamn & Coyne, 1995). The mean prevalence rate of depression in dementias is 20% 
(Ballard, Bannister & Oyebode, 1996).
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Early stage dem entia & Later stage dem entia &
severe depression. severe depression.
D em entia Dem entiaDepressionDepression
Figure 3. Schematic illustration of the extent clinical symptoms of depression and dementia overlap 
in the case of comorbid severe depression, and early and later stage dementia respectively
The task of determining a primary or secondary diagnosis is only clinically important if the 
diagnoses in question relate to a specific aetiology which would indicate a different type of 
intervention. However, with regards to depression and dementia the current recommendation 
is to treat depression if present irrespective if it is primary or secondary, and the same 
reasoning is applied to the new drug treatments of dementia (Davidson, 2000; Warrington, 
1997).
WAYS TO OVERCOME PROBLEMS WITH DISTINGUISHING 
DEPRESSION FROM EARLY STAGE DEMENTIA
As demonstrated above, the problem of distinguish depression from early stage dementia 
can, from a clinical perspective, be operationalized as follows (in order of investigation):
D etection  o f depression .
Depression can be detected for clinical purposes with any of the standardized instruments 
listed earlier, or more informally on the basis of a clinician’s expertise and experience. The 
criteria which the clinician should evaluate the presence of depression or not, should, as 
argued in this essay, be based on the real benefit such a diagnosis would have for the client, 
and a consideration of level of benefit relative to cost and effectiveness of treatment, rather 
than on arbitrarily set criteria set by diagnostic manuals. Benefits include the availability of 
effective treatments for the condition, or other benefits following from a diagnosis such as 
given access to disability allowance and sick leave. This follows from that in randomized
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clinical trials it has been demonstrated that depression in dementia respond well to both 
specific psychopharmacological and psychosocial treatments, irrespective of the aetiology of 
the depression or dementia (Katz (1998).
It should be noted that the detection of depression should be made irrespective of what is 
known about the aetiology, and in particular, with reference to the subject matter of this 
essay, irrespective of a comorbid diagnosis of dementia or not. In particular is important to 
pay attention to the under-reporting of depressive symptoms by older adults because they 
tend to not attend to their depressive symptoms and to mask them as somatic complaints 
(Rueg, Zissok & Swerdlow, 1988).
D etection  o f a particular dem entia  disorder.
The presence of dementia, without diagnosing a specific disorder, can relatively quickly be 
established by administrating standardized cognitive instruments, such as WAIS-IIIR and 
WMS-III, but such a diagnosis by itself have little clinical value. Dementia as a syndrome is 
too a wide classification to have any more specific bearing on the management of particular 
clinical presentation. For example, the group created by the dementia definition includes 
depressive dementia, i.e. dementia in which all the dementia symptoms are caused by 
depression and no other pathological process. Thus, depressive dementia could be effectively 
treated by interventions targeting the depression (Katz, 1998) and for a majority of clients 
most of the cognitive impairments would resolve themselves. However, the dementia group 
also include for example Lewy Body dementia which has shown to respond well to a 
particular anti-dementia drug aka Arocept, but not to treatments of depression (Davidson, 
2000). That is, different types of dementia require different type of interventions which make 
the differential diagnosis among dementia disorders of crucial importance. The latter 
assessment is a veiy large topic in itself and is beyond the remit of this essay.
If there is no medical reasons immediately to begin psychopharmacological treatment of 
dementia, the detection of depression should be done first because of the following reasons. 
First, although both depression and dementia can cause distress, there is a range of 
empirically validated treatments for depression that can alleviate the distress (Dick & 
Gallagher-Thompson, 1996; Katz, 1998). On the other hand, the majority of the dementia 
disorders are irreversible, and few validated interventions exist to date (van Crevel, van Gool 
& Walstra, 1998). Second, depression can be more quickly assessed than a dementia 
disorder. An assessment of a dementia disorder can take weeks and even months while 
waiting for the results of brain scans, blood investigations and longitudinal assessments, and
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it would not be ethical to fail to treat depression while waiting for the result of a dementia 
assessment.
WAYS TO DETECT EARLY STAGE DEMENTIA IN PRESENCE OF 
CO-MORBID DEPRESSIVE SYMPTOMS
The only differential diagnosis of different dementias which are relevant to the subject 
matter of this essay is the distinction between depressive dementia, and any other dementia 
disorder. Thus, if depression cause enough cognitive impairment for early stage dementia to 
be detected how can it be ascertained that no other dementia disorder is contributing to the 
clinical presentation.
In the literature a plethora of methods have been published claiming to be able to 
differentiate depression from dementia. A discussion of a range of the more promising 
methods will be presented. They are listed roughly in order of how commonly they are 
presently employed, with the most commonly used method first.
History taking and exam ination
Histoiy taking and examination are the two most important methods for detection of 
dementia. In Table 5, some features which may distinguish between depressive dementia and 
progressive dementia are shown. The problem with this method is that is not conclusive. 
Even if a clinical presentation fulfil all the features of progressive dementia it may still be 
depressive dementia. Moreover, because of the high comorbidity between certain early stage 
dementias and depressive symptoms progressive dementia can be misdiagnosed as 
depressive dementia because it may have all featured of depressive dementia. Another 
problem is that the features of dementia relates more to moderate dementia than early stage 
dementia. In early stage dementia the feature profiles are on average less discriminating, see 
Figure 3, p.54.
In conclusion, this method can only give a weak indication of diagnosis in the case of early 
stage dementia, and it is a poor method for detecting co-morbid depressive and progressive 
dementia.
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Table 5. Features that may distinguish between depressive dementia and progressive dementia 
(adapted from Warrington, 1997)
Depressive Dementia Progressive Dementia
History taking
One gradual but may be dated accurately. Onset insidious and vague
Symptoms progress rapidly over weeks or 
months
Symptoms progress slowly over months or years
Previous or family history of depression common Previous or family history of depression less 
likely
Family very aware of disability early on Family usually unaware of disability until later
Early morning wakening may occur Nocturnal wandering and confusion
Client complains of memory loss Client rarely complains of memory loss
Client emphasized the disability Client hides the disability
Symptoms often worse in the morning Disorientation may be worse in the evening
Examination
Client is distressed Mood is unpredictably labile
Observed mood is altered from normal Overall change in mood is not observed
Thoughts are sad and may be slowed Thoughts tend to be repetitive, slow and reflect 
reduced interest
Tend to give ‘don’t know’ answers to questions Give incorrect answers
Performance in testing is variable Performance is consistently poor
Gaps in memory are apparent Memory loss is more global -  specific gaps are 
rare
Remote memory is intact Remote memory may be impaired
Current routine m edical a sse ssm e n t
A thorough medical assessment including blood tests, chest X-ray and brain scans, can detect 
disorders which are strongly associated to dementia which have biological markers such as 
Huntingdon’s disease, HIV, vitamin deficiencies and metabolic conditions (APA, 1994). 
Brain scans can give a strong indication, but no conclusive statement, that a progressive 
dementia disorder is part of the aetiology. It should be emphasized that this method does not 
exclude a diagnosis of depressive dementia on top of a suspected progressive dementia 
disorder.
If the suspected dementia disorder is reversible, such as for some vitamin deficiency and 
metabolic conditions, then if treatment for those disorder resolve the dementia
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symptomatology then this is highly suggestive that the dementia was caused by the treated 
disorder.
Screening instrum ent and in terview  sch ed u les
A large number of screening instruments and interview schedules have been developed and 
claimed to be able to distinguish between early stage dementia and depressive dementia. For 
example, in a sample of 128 older adults (over 65) referred for a differential diagnosis of 
depression and dementia, Yousef, et al. (1998) reported that their 18 item instrument 
identified 98% of progressive dementia and 95% of the depressive dementia correctly. 
However, the 18 item instrument was constructed post-hoc from an initial 44 item checklist 
on the basis of factor analysis. Thus, the good detection rate of the 18 item scale may not 
generalise to other population as the scale was modelled upon the sample of the study to 
yield good detection rates. Consequently, this scale await validation from independent 
investigators. This appear to be the case for many other instruments in the literature, that 
they seem to be promising but they await independent empirical support.
More seriously, these instruments suffer the same problems as history taking and 
examination as above, as they essentially are systematized short-forms of those two methods.
N europsychological in vestigation
The idea behind using neuropsychological assessment in the task is that cognitive 
impairment is the principal feature of dementia and if the neuropsychological profiles of 
depressive and progressive dementia are different this method would be helpful in detecting 
progressive dementia. There are some evidence that neuropsychological findings may be 
useful in this respect.
For example. Visser et al. (2000) found in prospective study that level of memory 
impairment and age were the best indices of early stage Alzheimer’s disease (AD) in 
depressed older adults. However, although there are some differences on average in the 
neuropsychological deficit profiles between clients with progressive dementia and depressive 
dementia, the specificity is not high (Abas, et a l, 1990). Moreover, there is no valid 
neuropsychological test battery which is able to distinguish AD from dementia associated 
with depression (O’Carroll, et a l, 1977: cited in Hofinan, et a l,  2000). That is, a 
neuropsychological assessment is not conclusive in individual cases as the 
neuropsychological profiles of depression and progressive dementia overlaps (Gainotti & 
Marra, 1994), especially with regards to early stage dementia (Hofinan, et a l,  2000).
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In addition, neuropsychological assessment is often not easily available and is expensive if 
more extensive testing is required as it make take a neuropsychologists several sessions in 
order to complete an assessment. There are also concerns over asking clients go through 
intensive testing as a matter of course as it may be distressing and the results may be of 
unsatisfactory validity because of poor motivation or test anxiety (Holden, 1995).
On the other hand, repeated neuropsychological testing may provide important data to detect 
progressive dementia. A person with depressive dementia is more likely to have a fluctuating 
neuropsychological deficit profile than a person with progressive dementia whose profile is 
more likely to be more or less stable over measurement points close in time, but to show 
slow decline over time.
Experim ental investigation: T reatm ent o f d ep ression
The prescription of anti-depressive medication is sometime used in psychiatric practice as a 
mean both to treat depressive symptoms in people with co-morbid depression and dementia, 
and to evaluate whether they have only depressive dementia or also another type of 
dementia. The idea is that if both the symptoms of depression and dementia improve after 
the treatment, then the person had depressive dementia, otherwise some other dementia 
disorder must be in place. An advantage of this method is that it will not give a false positive 
diagnosis of depressive dementia and that it will always fail in favour of further investigation 
of dementia proper.
A problem is that about a quarter of older people with depression do not recover with 
standard treatments of depression (Woods, 1999) and thus depressive dementia could not be 
excluded on the basis of this method. A more serious problem is that seldom is an alternative 
treatment, such as cognitive-behavioural treatment, offered the client (Davidson, 2000). 
Clients may feel obliged to accept pharmacological treatment in spite of that psychosocial 
treatments have found to be equally effective in alleviating depressive symptoms in older 
adults (Dick, Gallagher-Thompson & Thompson, 1999). It is questionable if it is ethical to 
treat depression with medication in cases where the depression may be caused mainly by 
social isolation, poor living environment, or lack of opportunity to engage in activities.
General su g g e stio n s  to  im prove d etection  and d iagn osis
Repeated assessment and interviews of family members and carers are suggested in the 
literature to increase the chance of detection of early stage dementia. For example, Lewis,
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Hinchcliffe, Katona & Livingston (1998) reported that their standardized informant 
interview schedules were able to distinguish well between depression from dementia.
CONCLUSION
In spite of decades of dedicated research into how to differentiate between cognitive 
impairment associated with depression and dementia respectively there are no 
neuropsychological testing or biomedical assessments sensitive and specific enough to 
produce a definite diagnosis of any specific dementia in individual cases (Gainotti & Marra,
1994).
This essay has argued that part of the problem lies in how the question is asked, difficulties 
with the commonly used diagnostic definition in the literature, and inattention to the nature 
of dementia and depression. For example, there appeared to be a general disregard of the 
high co-morbidity between dementia and depression. The majority of the reviewed papers 
tried to find a way of diagnosing either depression or dementia neglecting to mention, or pay 
attention to, the fact that only about 50% to 75% of the studied population such a 
differentiation was possible.
It was argued that the question is not whether depression or dementia is present or not 
according to current diagnostic manuals, but whether there are symptoms of depression, 
dementia, or both, irrespective of their objective strength, that cause subjective distress and 
impaired daily functioning to a degree that requires treatment. It was argued that a re­
phrasing and operationalisation of the task of distinguishing early stage dementia from 
depression (see ‘Ways to overcome problems with distinguishing depression from early 
stage dementia’, p. 54), would avoid some of the limitations created by the present 
diagnostic classifications of depression and dementia, such as the prevention of clients with 
early stage symptoms of particular dementia disorders from receiving treatment. In line with 
this argument, Pilgrim (2000) cited a recent statement from the Department of Health in 
1999 recommending clinical decision to be base on estimates of need, risk and vulnerability, 
rather than on diagnosis or legal status.
A clinical procedure was proposed that stated that, if there is no medical reasons to begin 
psychopharmacological treatment of dementia, depression should be assessed and treated 
first, and then an assessment for the presence of a specific dementia disorder should be 
sought as a matter of routine if the cognitive impairments were not resolved with the 
treatment of depression. It is also here suggested that treatment for depression should be
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evidence-based and that informed consent should be sought from the client. Informed 
consent would involve informing the client about alternative treatments, the evidence base 
for their effectiveness and potential side-effects.
It is recommended that clinicians use as many sources of information as possible in their 
assessment of depression and dementia, such as information from informants, history taking, 
examination, medical investigation and short and tailored neuropsychological to decrease 
distress that may result from testing. If symptoms persist over time, it would be valuable to 
repeat parts of the assessments.
Additional com m ents
In the literature, there is dearth of work on psychosocial treatments for dementia and 
depressive dementia and there is a lack of consideration of social, age, educational level, 
ethnical and religious issues in the literature of the subject matter. For example, most of the 
instruments assume that client’s first language is English and that they come from a Western 
culture background. Thus, there is significant subgroup of the British population that may be 
inadequately assessed and treated with respect to depression and dementia.
Future research
Further work is needed with regards to the diagnostic classification of dementia to increase 
their validity. In particular,, further clinical research and diagnostic guidance is needed for 
early stage dementia, possibly in relation to different dementia disorders. The current 
diagnosis for dementia, as defined by the DSM-IV, precludes people with early stage 
dementia to be diagnosed.
Further research is needed to examine differential treatment effect of drug or psychosocial 
treatment of depression in relation to different dementia disorders has any differential impact 
on the effectiveness.
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INTRODUCTION
Fear can be described as a negative emotional reaction to real or imagined situations, living 
things or objects (King, Hamilton & Ollendick, 1988). Fears are very common in children 
from infancy to preadolescence (Morris & Kratochwill, 1991). Many fears are commonly 
thought to form an adaptive role in the developing child in that it may protect the child from 
potentially dangerous elements in the environment (King & Ollendick, 1997). In some 
children, however, the fearful reactions are so strong and long-lived that they significantly 
interfere with the child’s and often her/his family’s lives (Silverman & Rabian, 1994). 
Childhood phobias are made up of such maladaptive fears. To suffer from phobias can be 
associated with great psychological distress both for the child and their carers. This essay 
will discuss the strengths and limitations of some frequently cited theoretical explanations of 
childhood phobias and evaluate their empirical status as well as their utility with regards to 
clinical management.
In the literature, two major theoretical frameworks have been proposed to explain childhood 
phobias. The psychoanalytic theories of phobia acquisition include the first attempts to 
explain phobias in terms of psychological processes (e.g. Freud, 1909/1963; Hall, 1954 and 
Brown, 1961: cited in King, Hamilton & Ollendick, 1988). This approach has been very 
influential in the past (King, Hamilton & Ollendick, 1988). Psychoanalytical models 
typically assume that children’s phobias represents some underlying internal anxiety not 
necessarily related to the object of the phobic fear. The phobic reaction emerges because the 
person lacks understanding about the real underlying anxiety and the phobia is thought to be 
a defence mechanism (Kendall & Hammen, 1995). At present, however, the behavioural 
framework is the most widely recognised. About two-thirds of a randomly selected sample 
of clinical psychologists in America indicated that they preferred treatments derived from 
behavioural theories in the treatment of childhood phobias (Silverman & Kearney, 1992). 
The behavioural models central tenet is that phobic symptomatology is a learned response to 
traumatic situations. This paper will focus on the latter theoretical perspective because of the 
considerable wealth of literature in the last three decades supporting its utility in the areas of 
assessment and treatment of childhood phobias (Morris & Kratochwill, 1991; King & 
Ollendick, 1997).
Three different types of phobias haven been identified in the literature, namely specific 
phobias, social phobia and agoraphobia. However there is a paucity of research into 
agoraphobia and social phobia in childhood. As this essay is mainly concerned with theories
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that have received some empirical attention, the focus will be on specific phobias. In the end, 
methodological difficulties will be outlined and ideas for future research will be presented.
SPECIFIC PHOBIAS IN CHILDHOOD
One of the most cited sources of definitions of mental health problems is ‘The Diagnostic 
and Statistical Manual of mental disorders’ (DSM-IV: APA, 1994). The reason for the 
development of diagnostic criteria is to attempt to generate a group of people whose 
conditions have similar symptomatologies and aetiologies, and whose conditions are largely 
different from other disorders. To what extent the DSM-IV fulfils those objectives for the 
diagnostic category ‘specific phobias’ are little discussed in the research in spite of its 
considerable implications for research. For example, if the criteria do not generate a group of 
people who to a large extent share common aetiological pathways, then research on the 
origin of the disorder will be inconclusive as different samples of population would generate 
different results. There is no single theoretical explanation of specific phobias. In fact, 
several researchers claim that the DSM-IV criteria of specific phobias create a heterogeneous 
group who are made up with a variety of aetiological pathways and symptomatologies 
(Ollendick & Hagopian & King, 1997).
Another issue is whether phobias are on a continuum of normal fear reactions. Thus, is 
phobia on the extreme end of an intensity and duration continuum of fear symptoms, or is 
phobia to some extent qualitatively different from normal fear reactions. For example, in one 
of the few studies on the genetic heritability of anxiety in children it was found that there 
was a substantial heritability to enduring anxiety, whereas more transient anxiety could only 
be explained by environmental factors (Legrand, McGue & lacono, 1999). Thus, it possible 
that phobic fears may be more genetically determined than normal transient fears and hence 
phobia may indeed to some degree be qualitatively different from non-phobic fear reactions. 
A great deal of evidence in relation to the explanation of phobias comes from research into 
non-phobic fears and this line of evidence may not be valid for phobias. As a consequence, 
the majority of the research cited here relates to specific phobias rather than sub-clinical 
specific fears. It should be noted that this measure decreased dramatically the pool of 
pertinent empirical findings.
DEFINITION
The DSM-IV diagnostic criteria of specific phobias are presented in Table 6. The criteria 
were partly derived from Lang’s (1968) three modalities outlining the symptomatology of 
phobias: 1) cognitive reactions (e.g. thoughts of being scared); 2) physiological reactions
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(e.g. increased heart rate, sweating); 3) behavioural reactions (e.g. thumsucking, avoidance) 
(King, Eleonora & Ollendick, 1998).
Table 6. Definition of specific phobia for children and adults (DSM-IV: APA, 1994)
Diagnostic criteria
A Marked and persistent fear that is excessive or unreasonable, cued by the presence or anticipation
of a specific object or situation or situation (e.g. flying, heights, certain animals, seeing blood).
B Exposure to the phobic stimulus almost invariably provokes an immediate anxiety response,
which may take the form of a situationally bound or situationally predisposed panic attack. Note: 
In children, the anxiety may be expressed by crying, tantrums, freezing, or clinging.
C The person recognized that the fear is excessive or unreasonable. Note: In children, this feature
may be absent.
D The phobia situation(s) is avoided, or else endured with intense anxiety or distress.
E The avoidance, anxious anticipation or distress in the feared situation(s) interferes significantly
with the person’s normal routine, occupational (or academic) functioning, or social activities or 
relationships, or there is marked distress about having the phobia.
F In individuals under 18 years, the duration is at least 6 months.
G The anxiety, panic attacks or phobic avoidance associated with the specific object or situation are
not better accounted for by another mental disorder such as; obsessive-compulsive disorder, post- 
traumatic stress disorder, separation anxiety disorder, social phobia, and agoraphobia.
EPIDEMIOLOGY
In community samples, specific phobias occur on average in about 5% of children 
(Ollendick & Hagopian & King, 1997). Prevalence rates are generally found to be more 
prevalent in girls than in boys with a ratio of about 2:1. There is also tentative evidence that 
there are gender differences with regards to feared objects and fear intensity; girls reporting 
an overall higher intensity (King, Hamilton & Ollendick, 1988). The question whether 
prevalence also varies according to age, ethnicity and socio-economic status is to date not 
clear (Silverman & Rabian, 1994). However, the most likely objects of phobia seem to vary 
with age (Ost, 1987). In a retrospective study of female adults Kendler et al. (1992) found 
that animal phobia had an onset of about 6 years of age and situational phobia (e.g. tunnels, 
other closed spaces and bridges) had an onset of about 10 years of age. A substantial 
proportion of specific phobias are developed in childhood (Merkelbach et a l, 1996).
Prognosis
There is a dearth of research into the course of specific phobia whereas sub-clinical fears are 
well-researched (Silverman & Rabian, 1994). Nevertheless, based on existing evidence 
Wittchen (1988: cited in Merkelbach et a l,  1996) concluded that the natural course of 
specific phobias was chronic in the majority of cases. This could be compared with sub-
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clinical fears of which the majority disappear within two years (Hampe et a l, 1973: cited in 
King, Hamilton & Ollendick, 1988).
EXPLANATIONS OF SPECIFIC PHOBIAS
I Figure 4, preliminary attempt was made to present an integrative framework of some 
important theoretical pathways to specific phobia which can be found in the literature. It 
should be noted that many of the links suggested in the model are untested hypotheses. It is 
beyond the scope of this essay to discuss all of the theories presented in the model. Only the 
most influential and clinically relevant theories will next be discussed.
GENERAL ENVIRONMENT
There are many factors in the environment that may affect the aetiology and course of 
specific phobias. There is only little published research on general environmental factors. 
There is some evidence suggesting that parenting style and maladaptive family relations are 
associated with anxiety disorders in children (Ginsburg, Silverman & Kurtines, 1995). For 
example, Zabin & Melamed (1980: cited in Ginsburg, Silverman & Kurtines, 1995) reported 
that on a self-report measure of parental management of fearful behaviour in children there 
was an association between parental use of positive reinforcement, modelling and 
persuasion, and low levels of child fear/anxiety during a fearful paedriatric procedure. 
Parental use of punishment and reinforcement of dependency were related to higher level of 
child fear/anxiety during the same procedure. Moreover, parents of children with phobia tend 
to fear the same kinds of objects and situations as their children (King, Hamilton & 
Ollendick, 1988). This together with the evidence from twin studies that the type of specific 
phobia does not seem to genetically determined (see Epidemiology, p.70) suggest that 
parental transmission may emanate from parental environmental influences over the child, 
such as modelling or instructional teaching, rather than genetic inheritance.
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Figure 4. A preliminary attempt to develop an integrative model of some proposed theoretical 
pathways to specific phobia in the literature
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Clinical im plications
Ginsburg, Silverman & Kurtines (1995) stated that most interventions cited in the literature 
are individual and child-focused, i.e. family members are not in general directly involved in 
treatment of the child with phobia. They argue that although traditional interventions are 
very successful in general, the involvement of the family in treatment will enhance the 
effectiveness of traditional treatment, improve the prognosis and may address problems that 
leave a minority of children unaffected by traditional treatments. An intervention programme 
for anxiety-disordered children, involving the whole family, was found to be more effective 
than traditional cognitive-therapy treatment both in the end of treatment and at one-year 
follow-up (Barrett et a l, in press: cited in King & Ollendick, 1997). However, the benefit 
and the cost effectiveness of the involvement of the family in treatment of specific phobias 
have yet to receive empirical support.
MOMENTARY ENVIRONMENTAL FACTORS 
Rachm an's th ree pathw ays to  phobia acquisition
One of the most cited explanations of specific phobias is Rachman’s three pathways to 
phobia acquisition (1977: cited in Rachman, 1990): 1) direct conditioning; 2) vicarious 
conditioning; 3) conditioning through transmission of negative information. Based on a 
review of retrospective reports from children and children’s parents by King, Eleonora & 
Ollendick (1998), it was found that in general all three pathways could play a part in the 
acquisition of specific phobias. However, evidence from retrospective reports should be 
interpreted with caution. Self-reports of the origin of phobia in yourself or your child are 
dependent on your memory, watchfulness and attention, and beliefs about the origin of 
phobias, which are all factors susceptible to biases (Eysenck & Keane, 1990). Many 
participants were asked to remember events that happened a couple of decades ago 
(Ollendick & Hagopian & King, 1997). Moreover, on the part of the parents, they must have 
been present with their child at all times in order to have a chance to identify the 
conditioning events responsible for the phobia. On the part of the child, there is the problem 
of infant amnesia, i.e. that most of people cannot remember events from the first four to five 
years of their life. Learning, however, start already during gestation (Kalat, 1992). The 
nature of what is to be recalled and the time delay between the events and the report are not 
conducive to accurate recall of causal attributions (Brewin, Andrews & Gotlib, 1993).
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Direct conditioning
Rachman’s first pathway relates to Pavlov’s classical conditioning in which a stimulus, not 
previously, linked to fear reaction, becomes associated with a fear reaction because it is 
experienced in close proximity of time with a stimuli which is already linked with a fear 
reaction (Hawton, Salkovskis, Kirk & Clark, 1989). A laboratory experiment by Watson & 
Rayner (1920: cited in Merkelbach & de Jong, 1997) instigated the interest of this 
conditioning to the explanation of phobia. They presented an 11-month infant with a rat and 
at the same time introduced a noxious stimulus, a load bang, a number of times. This 
procedure made the infant fear the white rat of which he previously was fearless and he also 
began to fear other things with similar appearance. An important assumption of the theory is 
that given similar conditioning circumstances all stimuli should have similar probability of 
being conditioned with a fear reaction, the principle of equipotentiality (King, Hamilton & 
Ollendick, 1988).
Evaluation
Direct conditioning as a stand-alone explanation of phobia has been heavily criticised. For 
example, it seems that not all specific phobias can be traced down to a conditioning event 
with a noxious stimulus. In a community sample of Australian and American children 
Ollendick & King (1991) found that only a minority of children attributed their fears to 
aversive encounters with the fear objects. Moreover, Menzies & Clark (1993) found that 
only 2% of parents of 50 water-phobic children (average age about 5 VS) believed that their 
child’s phobia had been acquired through direct conditioning. Other problems are that the 
principle of equipotentiality does not hold (see Epidemiology, p70) and the observation that 
not all people who encounter traumatic events develop a phobia (Merkelbach et a l, 1996). 
On balance, there seems to be a consensus in the literature that direct conditioning can play a 
part in the development of phobias, especially in the context of a traumatic event, but that on 
its own it cannot fully explain the emergence and course of specific phobias (Silverman & 
Rabian, 1994).
Vicarious conditioning
Vicarious conditioning refers to the association of phobic fear with a previously non-feared 
stimulus following an observation of others reacting in a fearful way to the same stimulus 
(Rachman, 1990).
Evaluation
A great deal of support for this theory comes from human and animal laboratory studies. For 
example, Cook & Mineka (1989) found that rhesus monkeys could develop fear for snakes
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by watching model monkeys reacting fearfully to snakes on videotape. Hygge and Oman 
(1978: cited in Merkelbach et a l, 1996) found that participants became physiologically 
aroused when watching pictures of which they had previously observed others being 
frightened.
There are several problems with these lines of evidence. For example, it is not known to 
what extent findings from laboratory research are generalisable to everyday life and how 
generalisable animal research findings are to human behaviour and learning processes. 
Another criticism is that the majority of human and animal evidence concerns the acquisition 
of fears rather than phobia. Studies in which children or their parents report the acquisition 
of phobia through vicarious conditioning suffer the same problems of retrospective reporting 
as discussed above. On balance, there is some tentative evidence that vicarious conditioning 
can play a part in the development of fears and it is possible that it also may play part in the 
acquisition of specific phobias.
Negative information
Learning that there is reason to fear a particular stimulus through communication with others 
is the last pathway suggested by Rachman to play a role in the acquisition of phobias.
Evaluation
There is little hard evidence supporting this pathway. Rachman himself (1977: cited in 
King, Eleonora & Ollendick, 1998) admitted that he was ‘unaware of any conventionally 
acceptable evidence that fear can be acquired through the transmission of information’ but 
added that ‘it seems to be undeniable’ that it could happen. One line of evidence comes from 
a recent study by Mûris et al. (1996). They found that fears reported by children are 
associated with the extent they are exposed to the expression of their mother’s fears. 
Although the evidence suggests tentatively that instructional conditioning does play a part in 
the development of fears, it is not clear to what extent it may contribute to the development 
ofphobias.
Evaluation of Rachman's three pathways
There are evidence to suggest that fear can be developed by any of the three pathways. On 
the other hand, there is no conclusive evidence that any of the three pathways on their own, 
or in combination, could adequately explain the development of specific phobias in general.
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Clinical implications
Rachman (1977; cited in Merkelbach et al., 1996) proposed that the three pathways might be 
related to specific treatment interventions. He suggested, for example, that phobias 
developed mainly through direct conditioning would lend themselves best to exposure-type 
treatments. Phobias acquired indirectly, i.e. through the other two pathways, were 
hypothesized to be best treated by cognitive interventions and modelling. However, 
Merkelbach et al. (1996) reported that to date Rachman’s suggestions had not been 
supported in the literature. Nevertheless, there is strong evidence for the clinical 
effectiveness of exposure-based interventions, such as in vivo desentisation, participant 
modelling and contingency management procedures, for specific phobias (King & Ollendick,
1997). However, they seem to be effective irrespective of how phobias were acquired 
(Barlow, Esler & Vitali, 1998). Thus, Rachman’s theory has not yet informed clinical 
practice over and above the contribution of classical behavioural theory.
M aintenance factors
Most of the maintenance factors proposed in the literature are derived from behavioural 
theory and involves operant conditioning, i.e. a response to an environmental stimulus can 
be strengthen with contingent reinforcement and weakened by withdrawal of contingent 
reinforcements, and direct conditioning as described above (Hawton, Salkovskis, Kirk & 
Clark, 1989). Kennedy (1995) proposed three operational conditioning processes, which 
have been hypothesized to maintain childhood phobias, see Table 7.
Table 7. Two maintenance factors in childhood phobias involving operant conditioning (Kennedy,
1995)
Secondary gain Phobic reactions can lead to reinforcement of the phobic symptoms
because the child may receive special attention and being soothed 
(reassurance).
Avoidance of activity Phobic symptomatology can be self-reinforcing because it may result in
the successful avoidance of disliked activities/situations, e.g. school, 
going out in bad weather, and being separated from mother.
Inconsistent Reinforcement of phobic response, which does not happen each time the
reinforcement phobia manifest itself is tantamount to a partial reinforcement schedule
that is highly resistive to extinction.
From the theory of direct conditioning it is argued that if a previously non-associated 
stimulus is repeatedly presented without the noxious stimulus which was involved in the 
development of the phobia then the fear reaction should slowly diminish over time, called 
extinction. For example, if a dog phobic repeatedly meets a dog that is not attacking him and
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if he does not become overly anxious then it is likely that the fear will diminuish over time. 
Avoidance of the feared object is thought to maintain the phobia because it prevents 
extinction to take place (Merkelbach et al., 1996). There is a great wealth of research 
evidence supporting the principles of direct and operant conditioning in human behaviour 
(Hawton, Salkovskis, Kirk & Clark, 1989), but there is very little evidence investigating 
direct phobia in particular.
Clinical implications
The evidence for the operation of these principles in children’s specific phobias is mainly 
drawn from the success of behavioural treatments of phobias. This line of evidence is 
indirect and suffers from the aetiology/treatment fallacy, i.e. successful treatment may not 
deal with the origin of the problem; for example, aspirin does not alleviate headache because 
there was too little aspirin in the body. The described theories have contributed to the 
development of behavioural interventions but the importance of their relative contribution to 
the treatment of specific phobias have not been evaluated. It appears that a variety of 
behavioural interventions are successful as long as they include in vivo exposure to the 
feared stimulus (Barlow, Esler & Vitali, 1998).
GENETIC MAKE-UP
In a large study of 2163 female twins Kendler et al. (1992) found that specific phobias 
appear to develop from an interaction between a modest genetic vulnerability and phobia- 
specific traumatic events in childhood. Genetic factors were found be unimportant in the 
determination of the object of the specific phobia which instead was related to specific 
environmental influences such as traumatic experiences with the object. Environmental 
influences appear to account for about twice as much variance in the liability to phobia 
compared with genetic factors. Other twin studies and family studies have reached similar 
conclusions (Merkelbach & de Jong, 1997; Silverman & Rabian, 1994).
Another type of genetic explanation of phobia comes from evolutionary theory. This theory 
stipulates that phobia has developed because it provided an advantage for the survival of the 
phobic individuals. Several different theories have been proposed to explain specific 
phobias, for example blood-inj ection-injury phobia and epidemiological phenomena such as 
the non-random distribution o f  fears. The last example refers to the fact that only particular 
objects, situations and animals, e.g. blood, darkness and insects, are susceptible to phobic 
fears (King, Hamilton & Ollendick, 1988). It is not possible here to discuss developmental 
theories in detail, but one of the more influential ideas will be outlined.
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Seligman wrote (1971: cited in King, Hamilton & Ollendick, 1988):
Phobias are highly prepared to be learned by human beings, and, like other highly 
prepared relationships, they are selective and resistant to extinction, learned even with 
degraded input and probably are non-cognitive.
The idea is that if a person were prepared by an innate vulnerability for phobic fears of for 
example spiders then they would be less likely to be poisoned by a dangerous spider, as they 
will be more likely to avoid them. There are several strands of indirect evidence in favour of 
Seligman’s theory. For example, several researchers have failed to condition fears in 
children to stimuli of no evolutionary significance, such as a toy ducks and wooden blocks, 
whereas they have been successful in conditioning fears to evolutionary-relevant stimuli, e.g. 
snakes and spiders (King, Hamilton & Ollendick, 1988). However, there are several 
drawbacks with the theory. First, it is not possible to directly test evolutionary theories 
(Merkelbach & de Jong, 1997). Second, the theory does not explain the common negative 
consequences of phobia such as great distress and disrupted life, which would seem to 
provide an evolutionary disadvantage. That is, why should the fear be so strong when a less 
disabling fear could yield a similar evolutionary advantage? Third, if phobia has an 
evolutionary advantage why do not most people have phobia. Fourth, as discussed above 
genetic inheritance does not appear to determine the object of the phobia but instead 
predisposes an individual to a general level of ‘fearfulness’ (Kendler et a l  (1992). This 
finding contradicts Seligman’s theory.
Clinical im plications
As genetic factors appear to determine a vulnerability to phobias, it may be that relaxation 
techniques, psycho-education about the interaction between genetic and environmental 
aetiological pathways and preventative techniques may be helpful. However, the usefulness 
of these ideas has not been tested. To date the clinical significance of theories related to 
genetic inheritance are limited. For example, de Silva, Rachman & Seligman (1977) failed to 
predict outcome of therapy on the basis of ratings of the level of evolutionary significance of 
their fears.
COGNITIVE MEDIATION
As shown above neither behavioural nor genetic theories of specific phobias offer a full 
explanation of the origin and maintenance of specific phobias. King, Hamilton & Ollendick
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(1988) suggested that an idea borrowed from social learning theory (Bandura, 1971) called 
cognitive mediation may be helpful to the integration of theories. Cognitive mediation refers 
to the mediation by cognitive processes between environmental events and behaviour. 
Another advantage with social learning theory is that it acknowledges that the person can act 
on the environment as well as being influenced by the environment which today represent 
the received opinion (King, Hamilton & Ollendick, 1988). Classical behavioural theory only 
recognizes a uni-directional relationship.
A particular difficulty with the theoretical approaches described above is that they cannot 
adequately explain individual differences in phenomenology, symptomatology and aetiology 
of specific phobias. It is possible that cognitive mediation could provide a partial explanation 
of those individual differences as it introduces the possibility of individual differences in 
cognitive processing which would give rise to the above-mentioned differences in specific 
phobias between individuals. However, There is little empirical evidence supporting this 
approach in general. Nevertheless, some evidence will be discussed below in relation to 
some cognitive processes thought to be involved in cognitive mediation.
INDIVIDUAL DIFFERENCES 
Traits
It is beyond the remit of this paper to discuss to what extent traits are determined by genetic 
factors and environmental factors respectively. Irrespective of their origin there is suggestive 
evidence that measures of traits are related to phobia. A number of cognitive processes have 
been suggested in the literature, such as cognitive biases, disgust sensitivity, and 
dysfunctional beliefs, to add to the understanding of specific phobias. For example, Davey 
and co-workers (cited in Merkelbach et a l, 1996) found that normal subjects found small 
animals disgusting rather than dangerous. Other studies have showed that that fear seems to 
be causally effected by feelings of disgust and for some specific phobias, such as spider 
phobia, the condition is related to heightened disgust sensitivity (Merkelbach et a l, 1996). 
There is considerable evidence that suggests that phobics overestimate the level of danger 
associated with the feared stimulus (Davey, 1997). Thus, it is possible that cognitive 
processes, such as disgust sensitivity and fear overestimation, mediate the influences the 
phobic reactions to phobic stimuli.
There also evidence that behavioural factors are important. For example, Biederman et a l  
(1990) found that behavioural inhibition, i.e. a propensity to react with physiological arousal
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and withdrawal to unfamiliar situations, at 21 months predicted the number of phobic fears at 
about 7/4 years of age. However, there is yet too little data to evaluate the importance or 
validity of these cognitive and behavioural theoretical constructs.
Clinical implications
There are little empirical findings with regards to the clinical usefulness of knowledge of the 
level of traits in a person with phobia. One study, however, found that trait anxiety can be 
used as a predictor of behaviour therapy of spider phobia (Muris, Mayer & Merckelbach,
1998). They found that the higher trait anxiety was associated with poorer outcome of 
therapy.
D evelopm ental factors
Developmental aspects of specific phobias have been emphasized in the literature. For 
example, Bauer (1976) claimed that the phenomenon of age-typical fears is closely related to 
cognitive development. Younger children are thought to have more simple understanding of 
cause & effect relationship. Thus, perhaps some or all of three entities of aetiology, 
maintenance and symptomatology vary depending on the stage of cognitive and emotional 
development. There are however very little empirical data in the literature concerning 
developmental factors, although in the reviewed literature there seems to be a consensus that 
developmental factors are important for the understanding of childhood phobias. If that is the 
case then it will have clinical implications such as special attention to developmental factors 
in the assessment of clients with phobia and to some extent devise age-specific treatment 
strategies (Kirk, 1989).
METHODOLOGICAL PROBLEMS
There are many methodological difficulties that make it difficult to interpret existing 
research findings. First, several researchers have pointed out that the group generated by the 
diagnostic criteria for specific phobias from DSM-IV (APA, 1994), or other common 
definition of phobias, is greatly heterogeneous (e.g. Morris & Kratochwill, 1991; Ollendick 
& Hagopian & King, 1997). Merkelbach et ah (1996) talked about specific phobias as a 
‘class of disorders’ rather than a disorder. It follows that generalizations about the nature of 
specific phobias may not be valid for the whole population. Second, a great deal of the 
research has been undertaken with children who have not received a standardized diagnosis 
of phobia (King & Ollendick, 1997). As discussed above, a phobia may be qualitatively 
different from milder fear reactions. Moreover, even if phobia is merely an excessive form of 
sub-clinical fears then the validity of extrapolating findings from research on sub-clinical
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fears to phobias should still be empirically tested and not just be assumed. Third. A great 
deal of evidence is based on self-reports, which may have poor reliability and validity as 
discussed above. Fourth. Very few studies have included a control group in the research and 
thus it is difficult to ascertain to what degree findings are different from the general 
population (Ollendick & Hagopian & King, 1997). Fifth. It is difficult to recruit 
representative samples of children with psychological problems and many studies are 
suffering from this difficulty. There are also insufficient data on demographic variables in 
the research, such as ethnicity, social-economic status and social circumstances (Beidel & 
Randall, 1994). Thus, the generalisability of the findings of many studies is questionable.
CONCLUSION
None of the theories discussed in this essay were able to explain childhood phobias, and 
specific phobias in particular, on its own. Moreover, because of methodological difficulties 
and the paucity of well-designed studies none of theories receive any conclusive empirical 
support. However, most of the variables examined such as genetic factors, cognitive 
processes, different types of conditioning, trait anxiety, developmental factors and familial 
factors have at least received suggestive evidence of being associated with phobia. It follows, 
as King, Hamilton & Ollendick, (1988) pointed out, that there is a need to integrate theories 
and to start to investigate how all these factors interact to produce phobias. Another reason 
for an integrative approach is the fact that most phobias are determined by a multitude of 
factors and can thus not be explained by single pathway models (King, Eleonora & 
Ollendick, 1998).
Irrespective of the empirical validity of the reviewed theories, many of them have generated 
many ideas for the clinical management of the disorder, both in terms of assessment and 
intervention. The most practised and successful treatment paradigm is based on behavioural 
theory, aka behavioural treatments. This type of treatment has been found to be effective in 
about 80-90% of patients with specific phobias (Merkelbach & de Jong, 1997). There are, 
though, very little data investigating the long-term effectiveness of behavioural treatments 
(King & Ollendick, 1997). As treatment does not necessarily reveal the aetiology of the 
problem, i.e. the aetiology/treatment fallacy, the success of behavioural interventions does 
not by themselves provide any evidence for any of the theories that inspired the treatments. 
In fact only one treatment component has been shown to be necessary for the success of the 
treatment and that is exposure to the feared stimulus, and in vivo exposure in particular 
(Barlow, Esler & Vitali, 1998; Silverman & Rabian, 1994). To date, there is no consensus in 
the literature explaining how exposure works. Various additional treatment modalities have
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been added to the already successful behavioural treatments, such as cognitive and family 
therapy, but the clinical effectiveness of these innovations have produced inconclusive 
results to date (King & Ollendick, 1997).
S u ggestion s
The following suggestions follow from this paper’s review: 1) develop more circumscribed 
diagnostic categories so that the generated populations are more homogenous; 2) instigate 
research on integrative models of phobias, e.g. the one presented in this paper; this would 
include an investigation of interactions between factors with powerful statistical techniques 
such as structural equation programmes; 3) develop more innovative ways of investigation 
rather than rely on self-reports; 4) conduct prospective studies; 5) investigate the long-term 
effectiveness of treatments. 6) include control groups in studies where appropriate; 7) 
investigate the relative effectiveness of different treatment techniques; 8) pay more attention 
to demographic variables, such as ethnicity and cultural factors.
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INTRODUCTION
In 2004, the UK Government published a draft Mental Health Bill for pre-legislative scrutiny 
by Parliament. If the bill passes, it will have far-reaching implications for the clinical care 
and management of offenders with personality disorders. Under the current Mental Health 
Act (1983), one of the requirements for compulsory detention of offenders with mental 
disorders is that their disorder is “treatable.” According to the National Institute of Mental 
Health (England) this requirement has led to the exclusion of offenders with personality 
disorders from forensic services because “many clinicians have not seen personality disorder 
as a mental disorder that is treatable” (NIMHE, 2003, p. 17). The draft Bill does not contain 
the treatability clause and given the high prevalence of personality disorders in the prison 
population of 50% for women and 64% for men (Singleton, Meltzer, & Gatward, 1998), a 
dramatic increase of the number of people with personality disorders in forensic settings 
would be expected. The NIMHE (2003) stated that “the bulk of work” for the assessment, 
treatment and management of offenders with personality disorders “is likely to fall to 
forensic services” (p.28).
The National Service Framework for Mental Disorders (DOH, 1999) set out the 
responsibilities for service providers to offer evidence-based and effective treatments for all 
mental disorders. The current essay will discuss the first stage of this task in relation to 
personality disorders, which is the searching and appraisal of the literature for effective 
treatments.
W hat is m eant by th e  term  personality  disorder?
Within forensic settings, there are at least four different constructs associated with the term 
“personality disorder” and some of the differences and commonalities between them are 
outlined in Table 1.
First, Psychopathic Disorder (PD) as defined by the Mental Health Act (1983): "a persistent 
disorder or disability of mind (whether or not including significant impairment of 
intelligence) which results in abnormally aggressive or severely irresponsible conduct" 
(Dolan & Powell, 2001, p.3). PD is a legal term used in connection with compulsory powers 
of detention (Sperry, 2003).
Second, Psychopathy as defined by the Psychopathy Checklist-Revised (PCL-R, Hare, 
1991). Hare (1998) described Psychopathy as a clinical construct classifying people “who
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use charm, manipulation, intimidation, and violence to control others and to satisfy their own 
needs” (p. 104).
Third, Dangerous and Severe Personality Disorder (DSPD) refers to “a working definition 
to describe the very small group of people with a severe personality disorder who, because of 
their disorder, also pose a significant risk of serious harm to others” (Warren et ah, 2003, 
p.4); it is neither a legal nor a clinical term.
Table 8. Relationship between the four classifications associated with personality disorder.
Attributes PD Psychopathy DSPD DSM-IV & ICD-10
Legal term Yes No No No
A clinical diagnosis as defined by 
ICD-10 and DSM-IV is required
No No No -
Classification criteria include past 
offending behaviour
No Yes, but not 
required
No Yes for APD, but not 
required
No for other CPD
Classification criteria include past 
antisocial behaviour
Yes Yes, but not 
required
No Yes for APD & DPD 
No for other CPD
Used as indication of risk of 
future violence or other anti-social 
behaviour
Yes Yes Yes Yes for APD & DPD 
Unclear for other CPD
Sources'. Warren et al. (2003), Dolan et al. (2001), APA (2000), and Hare (1991)
PD = Psychopathic Disorder; DSPD = Dangerous and Severe Personality Disorder; APD = Antisocial 
Personality Disorder (DSM-IV); DPD = Dissocial Personality Disorder (ICD-10); CPD = Clinical 
Personality Disorder
Fourth, Personality Disorder, as defined by the diagnostic manuals DSM-IV (APA, 2000) 
and ICD-10 (WHO, 1996), further described below.
The term ‘personality disorder’ is commonly used in forensic settings to mean any one or 
combination of these four constructs. The reason for this imprecise terminology appears to 
be two-fold. First, there is no professional agreement on how to define personality disorder 
(Moran, 2003). Second, under the current Mental Health Act (1983) a person can be detained 
under the classification PD without any reference to a diagnostic manual. For the purposes of 
evidence-based practice, however, it is necessary to have a reliable and received definition of 
the clinical condition in question (McCabe, 2004). As a consequence, the current essay will 
mainly focus on the DSM-IV and the ICD-10 because they are the most widely accepted 
definitions of personality disorder and the subjects of most of the empirical literature on 
treatment (Cooke & Hart, 2004). They will henceforth be referred to as Clinical Personality 
Disorders (CPD). In addition, the focus of this essay is on personality disorders irrespective
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whether or not they are related to offending, and as can be seen in Table 8 the other 
constructs relate entirely to the risk of future offending.
Clinical Personality Disorder (CPD)
The DSM-IV is the most commonly used CPD classification (Cooke & Hart, 2004), defining 
personality disorder as:
“an enduring pattern of inner experience and behaviour that deviates markedly from the 
expectations of the individuals’ culture, is pervasive and inflexible, has an onset in 
adolescence or early adulthood, is stable over time, and leads to distress or impairment”
(APA, 2000, p.685)
The DSM-IV contains eleven sub-categories of personality disorder: Personality Disorder 
Not Otherwise Specified and Paranoid, Schizoid, Schizotypal, Histrionic, Narcissistic, 
Antisocial, Borderline, Obsessive-Compulsive, Avoidant and Dependent Personality 
Disorder.
PSYCHOLOGICAL TREATMENT OVERVIEW
Since the introduction of personality disorders to the DSM in 1980, there has been an 
exponential increase in CPD research (Cooke & Hart, 2004) yielding an abundance of 
treatments reported to be efficacious. While it is beyond the scope of the current essay to 
examine all the relevant individual studies, a selection of reviews published in the last five 
years will be appraised. Journal review articles were identified by entering the keywords: 
“personality disorder,” “treatment” and “review” in PsychlNFO, PubMED and Google. 
Reviews that were not relevant to clinical psychology practice for adults and those that only 
focussed on one or a subset of CPD were excluded. The studied population was broadened to 
include non-forensic patients because the literature on treatments for forensic patients was 
limited (Warren et al., 2003).
The quality of the reviews were evaluated according to Oxman and Guyatt’s (1988) criteria 
(see Table 9) because this is also the method used by the Department of Health in their 
Evidence Based Clinical Practice Guide for Psychological therapies and Counselling (DOH, 
2001). This method’s focus on meta-analysis and random-controlled trials (RCTs) have 
attracted criticism, e.g. it puts major restrictions on what type of evidence is admissible 
(Edwards, Dattilio, & Bromley, 2004; Wampold & Bhati, 2004; Westen, Novotny, & 
Thompson-Brenner, 2004), but although there are other ways of appraising evidence the
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majority view appears to be that other methods complement rather than replace RCTs 
(Messer, 2004; McCabe, 2004; Higgitt & Fonagy, 2002).
It should be noted that the quality ratings here are meant only as a rough guide because they 
were not cross-validated.
Table 9. Criteria for the appraisal of reviews (Oxman & Guyatt, 1988).
Quality Number o f criteria met
High 8
Medium 6 or 7
Low < 6
1. Were the questions and methods clearly stated?
2. Were comprehensive search methods used to locate relevant studies?
3. Were explicit methods used to determine which articles to include in the review?
4. Was the validity of the primary studies assessed?
5. Was the assessment of the primary studies reproducible and free from bias?
6. Was variation in the findings of the relevant studies analysed?
7. Were the findings of the primary studies combined appropriately?
8. Were the reviewers’ conclusions supported by the data cited?
Adapted from a Department of Health publication (DOH, 2001)
As can be seen from Table 10, nine reviews were identified. All of them concluded that there 
is empirical support for the efficacy of at least one psychological treatment for CPD, but 
their opinions differed in terms of the strength and generalisability of the evidence. Before 
outlining the limitations of the research literature, the most supported theoretical orientations 
will be discussed.
Therapeutic Community
Therapeutic Community (TC) interventions commonly last for 6 to 12 months (Lees, 
Manning, & Rawlings, 2004) and provide “intensive psychosocial treatment which may 
include a variety of therapies but where the therapeutic environment itself is seen as the 
primary agent for change” (p.24). Patients in TCs are generally both self-selected and 
community selected (including both staff and other patients) and “this means there is no 
independent decision that can guarantee referral and acceptance” (Lees et al., 2004, p.290).
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Table 10. Major reviews of psychological treatments for clinical personality disorders in the period of 
1999 to 2004.
Authors Type #Studiesa QRb Conclusion by authors
Cooke and Hart 
(2004)
U NR 1 “There is no substantial body of scientifically 
sound research on the treatment of people with 
[CPD]” (p.23)
“Nevertheless, important trends are apparent in 
the literature and provide some guidance for 
treatment planning.” (p.23)
Warren et al. (2003) S 117 6 “Various treatments may have a positive impact 
among personality disordered offenders on a 
range of outcome measures” (p.5)
Leichsenring and 
Leibing (2003)d
MA 25 (11) 4 “Both psychodynamic and cognitive behaviour 
therapy are effective treatments of [CPD]”
(p. 1223)
Bateman and Tyrer 
(2003)
S NR 4 A number of treatments are efficacious
Piper and
Ogrodniczuk (2001)
u 6(1) 1 Psychotherapy for people with [CPD] “is likely 
an effective treatment alternative” (p.62)
Bateman and 
Fonagy (2000)
s 25(?) 3 “There is evidence for the effectiveness of 
psychotherapy for personality disorder” (p. 138)
Gabbard (2000) u NR 0 “Substantial evidence that [CPD] respond to 
psychotherapy” (p.5)
Perry, Banon and 
lanni (1999)
MA 15(3) 4 “Psychotherapy is an effective treatment for 
personality disorders and may be associated 
with up to a sevenfold faster rate of recovery in 
comparison with the natural history of 
disorders.” (p. 1312)
Lees, Manning and 
Rawlings (1999) e
MA 29 (8) 6 Very strong support to the effectiveness of 
therapeutic community treatment
a Number of studies, ( .. ) = number of Random Controlled Studies 
b QR = Quality Rating (Oxman & Guyatt, 1988),c Cognitive therapy only 
d Psychodynamic and Cognitive-Behavioural therapies only,e Therapeutic community only 
S - Systematic review, U = Unsystematic narrative review, MA = Meta-Analysis, NR = Not Reported
In a meta-analysis of 29 studies (medium quality review), Lees, Manning and Rawlings 
(1999) concluded that “there is accumulating evidence, albeit at a low level of research, of 
the effectiveness and particular suitability of the therapeutic community model to the 
treatment of personality disorder, and particularly severe personality disorder” (not 
paginated). However, Bateman and Tyrer (2003) stated in their comments about the review 
that “the most positive results came from those TCs that offered treatment for substance 
misuse and all of these were from secure predominately prison settings” (p.6). In addition, 
there are several aspects of the meta-analysis that make it difficult to interpret and generalise
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the findings. To illustrate, outcome data were pooled from a range of different TC 
interventions, outcome measures and populations, including “subnormal male psychopaths”, 
adolescents, prisoners and mentally ill offenders (not all were diagnosed with CPD). The 
outcome measures included apart from core personality disorder symptoms, self-esteem, 
hostility, amount of prison violence, coping with everyday life and reconviction rate. Lees et 
al. (2004) reported that where there was a choice of outcome measures “emphasis was placed 
on conservative criteria, such as reconviction rates rather than psychological improvements” 
(p.284). However, the employment of meta-analysis with such a diversity of populations, 
outcomes and study designs is highly questionable and the resultant effect size is difficult to 
interpret (Morris & DeShon, 2002; Egger, Davey Smith, & Sterne, 2001). For example, it 
has been found that the magnitude of effect is partly determined by the type of measure and 
study design (Lambert, 1994; Shadish & Sweeney, 1991). In addition, most studies were not 
randomised controlled trials (RCTs) and the use of data from such studies can “produce very 
precise but equally spurious results” in a meta-analysis (Egger, Schneider, & Smith, 1998, 
p.140).
In the other medium quality review, Warren et al. (2003) concluded that TCs offered “the 
most promising evidence” (p.5) of all treatments for CPD. They noted that TCs have “been 
shown to be effective in producing long-term symptomatic and behavioural improvements” 
(p.5) in patients with CPD. However, questions are raised about the strength of this 
conclusion given that none of the reviewed studies were RCTs, some of the study 
populations did not have CPD and in some of the studied interventions, a TC was only one 
of the treatment components. They also mentioned the Lees et al.’s (1999) study as 
providing “the highest form of evidence in the [Evidence-Based Medicine] hierarchy” (p.20), 
and to the extent their conclusion was based on this meta-analysis it suffers from the same 
methodological criticism. Interestingly, Warren et al. (2003) stated that they decided against 
the use of meta-analysis in their own review because of the problematic design and 
methodology of individual studies.
In comparison, Bateman and Tyrer (2003) pointed out that although the results on TCs were 
encouraging, methodological problems and heterogeneity between treatment conditions 
made it “impossible to say that this approach was necessarily an effective one” (p.6). In 
addition, there is some critical concerns about the safety of the intervention given that in 8 of 
the 29 studies (28%) in Lees et al’s (1999) review, the odds ratio indicated that the treatment 
“did more harm than good” (Lees et al., 2004, p.286).
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On balance, it appears that some TCs are helpful for some people with personality disorders. 
However, it is unclear to what extent it is a treatment of personality pathology rather than 
other non-personality specific symptoms/behaviours and for whom, and for what CPD, a 
particular TC may be the treatment of choice. Also, unlike all the other treatments, TCs are 
not open to all who may benefit from it, because acceptance by the community cannot be 
guaranteed.
Psychodynam ic therapy
There are numerous forms of Psychodynamic treatment (PDT) ranging from 12 sessions of 
supportive-expressive PDT, to over two years of “self-psychological” PDT (Leichsenring & 
Leibing, 2003). PDT is based on the assumption that aspects of the unconsciousness believed 
to generate personality disorder “can be ameliorated through experiencing interactions and 
relationships with, or under the supervision of, a skilled therapist in controlled 
circumstances” (Cooke & Hart, 2004, p.518).
On the basis of a meta-analysis of 25 studies, Leichsenring and Leibing (2003) concluded 
that there is preliminary evidence to suggest that PDT is an effective treatment of CPD. 
However, like the Lees et al. (1999) study, their meta-analysis was confounded by a variety 
of problems, such as a paucity of RCTs and the pooling of data from a diversity of 
populations, outcomes, treatment programmes and study designs. The efficacy of PDT was 
also supported by three other reviewers. Bateman and Tyrer (2003) expressed the strongest 
support stating that PDT was the only theoretical orientation that had demonstrated both 
efficacy and preliminary evidence of generalisability. Gabbard (2000) reported that it was 
highly effective for Borderline CPD only, while Warren et al. (2003) concluded that PDT 
“has some promising evidence of effectiveness to treat relatively poorly functioning self- 
harming borderline patients” (p.5). In contrast, Cooke and Hart (2004) stated that the 
empirical support for PDT “is very limited” (p.518).
A careful reading of the four review papers suggests that the empirical support for PDT was 
to a large extent based on one high quality RCT by Bateman and Fonagy (1999) for people 
with Borderline BPD; 38 patients participated in the study. Most of the other studies were 
uncontrolled observational studies. Indeed, one of the few other RCTs found that PDT was 
not better than the control condition (Munroe-Blum & Marziali, 1995 cited in Warren et al.,
2003).
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In sum, there is preliminaiy evidence for the efficacy of one form of PDT, but only for 
Borderline CPD. The evidence for other forms of PDT and other CPDs is limited or 
unknown.
C ognitive-behavioural therapy
Cognitive-behavioural therapy (CBT) refers to a range of different approaches based on the 
tenet that one’s thoughts, beliefs and assumptions influence one’s emotions and behaviour 
(Beck, 1995). Interventions include teaching clients to change dysfunctional thinking 
patterns and behavioural techniques such as relaxation, social skills training and behavioural 
activation. The duration of therapy varies from two weeks to a year.
Leichsenring and Leibing (2003) reported that cognitive-behavioural therapy (CBT) is an 
effective treatment of CPD, although their conclusion was confounded by their meta-analytic 
strategy as discussed above. Gabbard (2000) was more specific, stating that CBT was 
effective in addressing some of the major symptoms of Avoidant CPD. Warren et al. (2003) 
reported that there is “some evidence for the effectiveness of CBT in lower levels of 
security” (p.5), but also pointed out that CBT is “designed to ameliorate associated aspects 
of personality disorder not to treat the disorder of personality itself’ (p.25). In line with this, 
Cooke and Hart (2004) stated that CBT “is a potentially useful primary or secondary 
treatment for a variety of problems related to personality disorder” (p.518), such as 
emotional problems and social skills deficits. In contrast, Bateman and Tyrer (2003) 
suggested that the efficacy of CBT was unknown.
Dialectical Behaviour Therapy (DBT), which can be considered to be a form of CBT, was 
reviewed separately to CBT by several reviewers. A number of reviews stated that DBT is 
efficacious (Cooke & Hart, 2004; Bateman & Tyrer, 2003; Gabbard, 2000) and the only 
form of psychological treatment for CPD considered to be empirically validated by 
independent reviewers (Chambless & Ollendick, 2001 cited in: Cooke & Hart, 2004). 
Warren et al. (2003) was more reserved when stating that there is “some evidence of the 
short-term effectiveness of DBT among women” (p.5). Bateman and Tyrer (2003) pointed 
out that DBT is not a treatment for CPD itself and that “its achievements are mainly confined 
to self-harm episodes” (p.5).
On balance, there is preliminaiy evidence that some CBT interventions can be effective for a 
range of non-CPD specific symptoms and in particular for Borderline CPD. There was also
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some preliminary evidence for the efficacy of CBT for Avoidant CPD. The evidence for 
other CPDs is limited or unknown.
Opinions about efficacy not specific  to  th eoretica l orientation
On the basis of a meta-analysis of 15 studies, Perry, Banon and lanni (1999) concluded that 
“psychotherapy is an effective treatment for personality disorders and may be associated 
with up to a sevenfold faster rate of recovery in comparison with the natural history of 
disorders” (p. 1312). However, they did not recommend any specific therapy and their meta­
analysis suffered from similar problems to the ones mentioned above. Interestingly, the 
Department of Health referred to this paper as a medium quality review according to 
Oxman’s criteria and one of the strongest lines of support for the efficacy of psychological 
treatments for CPD (DOH, 2001). However, according to the NHS Centre for Review and 
Dissemination (NHS CRD, 2003) the review did not fulfil three of the quality criteria, which 
would preclude a higher than low quality rating (Oxman & Guyatt, 1988). Also, seemingly 
in contrast, the NHS CRD concluded that “the lack of validity assessment makes it 
impossible to assess the strength of the evidence presented” and that the conclusions of the 
authors “warrant caution” (not paginated).
Piper and Ogrodniczuk (2001) concluded that psychotherapy for CPD is likely to be an 
effective treatment for CPD, but they did not recommend any particular treatment apart from 
“group-oriented day treatment programs” (p.62). Gabbard (2000) stated there was substantial 
evidence for psychological treatments of CPD. Both of these reviews, however, were 
unsystematic narrative reviews and it is unclear how they arrived at their general 
conclusions. In comparison, Cooke and Hart (2004) concluded that “it is not possible to 
reach any firm conclusions regarding the effectiveness of treatment for personality 
disorders” (p.23).
LIMITATIONS OF THE RESEARCH LITERATURE
Three major limitations to the research literature make it difficult to generalise the findings 
and to identity the best empirically supported psychological treatment(s) for specific CPD, 
namely: 1) taxonomic uncertainty; 2) quality of individual studies; 3) quality of reviews.
Taxonom ic uncertainty
Despite the widespread use of the CPD classifications, there appears to be a consensus view 
that they, and the associated methods of assessment, have highly questionable validity and 
reliability (e.g. Cooke & Hart, 2004; Moran, 2003; Kendell, 2002; Livesley, 1998). Indeed,
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Dr First (2002), chairman of the research planning workgroup for the new and fifth version 
of DSM, stated that in the DSM-IV “distinctions between disorder, trait, and normal 
personality are arbitrary, based on symptom thresholds that are without significant empirical 
basis” (no pagination).
There is also evidence to suggest that the underlying assumptions behind the CPD 
classifications are flawed. For example, it has been found that CPDs are not as stable and 
enduring as suggested by the definition (Coid, 2003; Srivastava, John, Gosling, & Potter,
2003). A study of people with borderline, avoidant, schizotypal and obsessive-compulsive 
CPDs found that after six months 31-40% of them no longer met the diagnostic criteria (Shea 
et al., 1999, cited in: Coid, 2003). In addition, there are very high rates of diagnostic overlap 
between mental illness and CPD (especially affective disorders, Grant et al., 2005), “up to 79 
percent in some settings” (First, 2002, no pagination) and among CPDs. Eighty-five percent 
of people with CPD meet the diagnostic criteria for more than one CPD (Cooke & Hart,
2004). This has led some workers to question the value and empirical basis of the current 
division between mental illness and personality disorder (Kendell, 2002) and health 
professionals do not agree “whether the term personality disorder has any use at all” (Moran, 
2003, p.l). First (2002) reported that “there is no documented clinical utility for the DSM-IV 
categories in terms of guiding treatment decisions” (no pagination).
Quality o f individual stu d ies
The majority of the reviews highlighted the paucity of RCTs and the many critical 
methodological problems of the individual studies. These include failure to control for 
heterogeneity within treatment groups, inadequate information about how the participants 
were selected and characteristics of the sample (e.g. sociodemographic data), high attrition 
rates, insufficiently defined treatments, unclear implementation of treatments, inadequate 
control groups and lack of follow-up data. All these problems limit the generalisability of 
findings and may also create spurious results (Larzelere, Kuhn, & Johnson, 2004; Wilkinson, 
1999; Chambless & Hollon, 1998). Another major problem is that, somewhat surprisingly, 
there is uncertainty about what should be the target of treatment.
Target of treatments
Many of the reviewed individual studies did not measure outcome in terms of change in 
personality disorder symptomatology, but rather in symptoms such as depression and general 
psychological pathology. However, the interpretation and generalisability of the results are 
uncertain even when CPD-specific outcome measures are used due to the lack of consensus
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among researchers as to how outcome should be measured. Duggan (2004) noted that there 
are a range of different measures of change in CPD (see Table 11) and concluded that 
because of the lack of a firm theoretical base for detecting change “only limited conclusions 
can be drawn about the efficacy of treatment in personality disorder” (p.5). Also, because of 
the diagnostic overlap between personality disorders and mental illnesses, Bateman and 
Tyrer (2003) argued that, “any measured change in personality should be regarded in the first 
instance as an artefact related to improvement or deterioration in mental state” (p.2).
Table 11. Possible measures of change in people with personality disorders.
• Reduction in a CPD trait
• Reduction in a combination of CPD traits
• Improvement in global measures of functioning
• Improvement in social relationships and capacity to work
• Reduction in maladaptive cognitions
• Reduction in service usage
• Change in neurobiology 
Adapted from Duggan (2004)
Further ambiguity is created by the NIMHE’s (2003) recommendation that “in forensic 
setting, treatment interventions for personality disorder are aimed not just at relieving the 
symptoms of mental distress, but also at preventing re-offending” (p.25). This statement 
assumes that personality disorder is associated with re-offending, however, not all workers 
agree (e.g. Cooke & Hart, 2004; Moran, 2003). Cooke and Hart (2004) stated that such an 
assumption is “based on inference and speculation, not on the direct application of scientific 
principle or procedures” (p.522). Nevertheless, the most common CPD among prisoners is 
Antisocial CPD (Singleton et al., 1998), which seems to justify the NIMHE’s 
recommendation, at least for people with this type of CPD. However, the association 
between Antisocial CPD and criminal behaviour reflects “in large part” the fact that criminal 
behaviour is one of the diagnostic criteria for Antisocial CPD (Moran, 2003. p.6); thus the 
association is circular rather than explanatory.
Representativeness
Most of the quality research was in relation to BPD (Dingfelder, 2004), outpatient settings 
and a handful of treatment programmes. There is a paucity of research on the differential 
efficacy of the treatments for different genders and for people with differing ethnic 
backgrounds (Warren et al., 2003).
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Quality of rev iew s
The conclusions from this paper were restricted because the lack of high quality reviews. 
The limitations of the individual studies and the uncertain taxonomy, though, make it very 
difficult to meet the high quality standards and several of the reviewers went to great lengths 
to adhere to the best review guidelines. On the other hand, the generalisability of the findings 
are also restricted by other concerns.
Systematic assessm ent of the validity of the primary studies
One major flaw was that all the reviews failed to assess the validity of the primary studies in 
a systematic, transparent and standardised way. In addition, it was unclear to what extent the 
reviewers took account of the methodological problems and taxonomic uncertainty when 
formulating their conclusions. In addition, none of the reviewers discussed the possibility 
that treatments could have an adverse effect and the reasons why some participants did not 
respond. This information is crucial to ensure the safety of patients, the selection of the most 
effect treatments (Mohr, 1995; Dance & Neufeld, 1988) and to enhance informed choice 
about treatment options for patients (NIMH, 2004).
Allegiance bias
There was some suggestion of allegiance bias. The strongest support for Psychodynamic 
treatment came from three groups of authors (Leichsenring & Leibing, 2003; Bateman & 
Tyrer, 2003; Bateman & Fonagy, 2000) who all have a specialist interest in this theoretical 
orientation (e.g. Leichsenring, Rabung, & Leibing, 2004; Bateman & Fonagy, 1999). 
Similarly, three of the authors of the Warren et al. review (2003) have a specialist interest in 
Therapeutic Community (Dolan, Warren, & Norton, 1997; e.g. Warren & Dolan, 1996) and 
in their review they stated that this treatment is the most promising treatment of CPD. This is 
of concern given the suggestion that “the greater the expertise of the author, the poorer the 
quality of the review” (Oxman, 1994, no pagination).
ETHICAL CONSIDERATIONS
There is a range of ethical considerations in relation to the assessment and treatment of 
CPDs, which together with the limitations of the literature create ethical dilemmas for 
clinical psychologists working within forensic settings. For example, can effective 
treatments be delivered in this setting, what needs of the patients should take priority, whose 
interests are served by the psychological therapy on offer and are there unhelpful 
consequences of a diagnosis of CPD.
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Cooke and Hart (2004) stated that the routine diagnosis of personality disorder traits or 
unspecified personality disorders can have serious consequences for the people assessed. 
They suggested that “triers of fact” taking decisions about detention and treatment might not 
realise that CPD could “reflect relatively minor adjustment problems” (p.521) and may also 
fail to take full account of the serious problems with the taxonomy. Moreover, personality 
disorder is identified by service users as the mental disorder which carries the greatest stigma 
(NIMHE, 2003) and mental health practitioners often associate personality disorder with 
negative attributes, such as manipulative, irritating, attention-seeking and difficult or 
impossible to treat (Kendell, 2002) and offending behaviour (NIMHE, 2003).
In addition, the unwarranted assumption that personality disorder is causally related to 
antisocial and offending behaviour (as discussed above) may lead to the detention of people 
who do not need this level of security. Pilgrim (2005) suggested that the new draft Mental 
Health Act may be used to “control those who are troublesome, frightening, wicked or 
unintelligible” (p .l2) in the society.
SUMMARY AND CONCLUSION
From an appraisal of nine reviews published in the period 1999 to 2004, it emerged that 
despite a paucity of methodologically sound research, there are a number of preliminary 
research findings suggesting that psychological treatments can be helpful to people with 
personality disorders (as defined by the DSM-IV and ICD-10).
However, the majority of the reviewers tended to overstate the strength and generalisability 
of the empirical evidence in several respects. First, many of the reviews stated that 
psychological treatments are effective for CPD, which is a misleading statement because 
most of the empirical support related only to a few CPDs, mainly Borderline CPD, and a 
handful of treatment programmes. In addition, only one theoretical orientation, DBT, had its 
efficacy demonstrated by an independent research group. The latter is important given the 
confounding effect of allegiance bias (Larzelere et al., 2004; Westen et al., 2004). Second, 
most of the evidence on treatment efficacy related to improvement in symptoms other than 
the personality pathology itself. It is a moot point whether or not it is appropriate to call this 
research “treatment of CPD”, rather than “treatment of X symptom(s) in people with CPD”. 
Third, none of the reviewers discussed the problem of how to apply their findings given that 
neither the study population nor the target population could be reliably and validly defined 
because of the uncertain taxonomy of CPD.
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Further ambiguity about the efficacy of treatments followed the disagreement among the 
reviewers about the level of empirical support for each specific treatment. It was difficult to 
evaluate the strength of the different opinions because of inadequate assessment and 
reporting of the validity of individual studies, the use of problematic meta-analytic review 
methods and apparent allegiance bias.
The search for effective treatments in forensic settings was also complicated by the small 
number of studies in inpatient settings, limited research on differential outcomes for ethnic 
minorities and gender, and the lack of consensus about what constitutes the target of 
treatment and how outcome should be measured. Thus, it is not known to what extent 
psychological treatments are applicable within forensic settings. A recent focus group survey 
of Community Mental Health Team staff views suggested that inpatient hospital settings 
were not the best place to treat people with CPD (Webb, 2005). Also, the routine diagnosis 
of CPD in the offender population can have serious implications for the people diagnosed, 
such as compulsory detention and stigma. In particular, there was a paucity of information 
about those who did not improve and whether or not treatments could have an adverse effect. 
A noteworthy exception was the report that a significant minority of studies on TC found 
that the treatment did “more harm than good” (Lees et al., 2004).
In sum, with respect to clinical psychology practice within forensic services and the choice 
of the most efficacious psychological treatment for CPD-specific psychopathology, the 
applicability of the evidence base is to date highly limited. However, the evidence for 
treatments of non-CPD-specific psychological problems is encouraging and a number of 
implications for clinical psychology practice can be derived from the literature.
CLINICAL IMPLICATIONS
The NIMH (2003) stated that the new proposed legislation will make offenders with 
personality disorders “the legitimate business of mental health services” (p.28) and that 
clinicians need to be trained in assessment and treatment across all disciplines. Moreover, it 
has been suggested CPD treatments require specialised training and supervision in the 
utilisation of a range of treatment approaches (Sperry, 2003). It is likely that clinical 
psychologists will be expected to provide assessment and treatment as well as a substantial 
share of the training and supervision of other professionals. This, in turn will necessitate an 
increased focus on CPD in the training of clinical psychologists both at the pre- and post­
qualification stages.
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Given the uncertain taxonomy of CPD, it seems sensible to assess and treat psychological 
problems that are distressful or impair functioning irrespective of patients’ personality 
disorder profiles. For example, people who self-harm may be effectively treated with DBT or 
PDT whether or not they fulfil the criteria for Borderline CPD. Likewise, people who suffer 
from emotional or adjustment problems may benefit from CBT whether or not they qualify 
for one or several CPD diagnoses. Naturally, people with personality disorder will by 
definition have a more enduring pattern of inner experience and behaviour associated with 
their clinical needs, and thus treatment programmes may have to be modified and perhaps 
include longer and more intensive treatment programmes (Bateman & Tyrer, 2003).
It has been recommended that treatments should be well structured, have a clear focus, be 
theoretically coherent and driven, be relatively long-term include and be well integrated with 
other services (Bateman & Tyrer, 2003; Piper & Ogrodniczuk, 2001; Bateman & Fonagy, 
2000). However, it should be borne in mind that there is no evidence to suggest that these 
characteristics are necessary ingredients for successful treatments and it is unclear to what 
extent these treatment components are helpful for all people with CPD.
It is recommended that treatments for personality disorders are kept separate from treatments 
targeting criminogenic needs (O'Rourke & Hammond, 2001) unless there is clear empirical 
and clinical evidence of a link between a person’s personality and offending behaviour. This 
approach may also facilitate treatment compliance and therapeutic alliance within forensic 
settings.
Given the potentially serious implications of a diagnosis of CPD and its questionable clinical 
utility, it is recommended that careful consideration be taken before using and reporting on 
assessments of personality traits and disorder within forensic settings. Cooke and Hart 
(2004) proposed that diagnosis of personality disorder traits or unspecified personality 
disorders should be done very cautiously or even avoided altogether.
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Overview o f Clinical Experience
Placements
1. Adult Mental Health (AMH)
2. People with Learning Difficulties (PLD)
3. Older Adults (OA)
4. Child and Family (CAP)
5. Specialist Placement I - Low to Medium Secure Forensic Unit (SPI)
6. Specialist Placement II -  Adult Community Mental Health Team (SPII)
Clinical skills and experience
I have had experience of working with clients presenting a wide range of both acute and 
chronic psychological problems, including schizophrenia, bipolar disorder, borderline and 
antisocial personality disorders, post-traumatic stress, adjustment difficulties, mild and 
severe substance and alcohol abuse, and a full range of emotional disorders from mild 
depression to severe disabling anxiety. These clients came from a variety of ethnic, religious 
and socio-economic backgrounds and included children and adults ranging from 4 to 79 
years of age. I have also worked with both victims and perpetrators of physical, emotional, 
neglect and sexual abuse.
The preparation of detailed psychological reports, including risk assessment reports 
submitted to the Home Office and Mental Health Review Tribunals, brief GP reports, 
neuropsychological reports, as well as reports about assessment of treatment needs and 
progress in therapy, has enabled me to develop skills in effective oral and written 
communication, and to relay complex psychometric findings and formulations to clients and 
colleagues in a sensitive and professional manner.
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Individual work
I have undertaken assessments and treatments addressing the following clinical needs:
Treatment needs
• Attention Deficit and 
Hyperactivity disorder
Depression relating to 
degenerative disease (e.g. 
Parkinson)
• Schizo-affective disorder
• Adjustment problems Depression to physical 
health problems (e.g. 
Cerebral Palsy)
• Schizophrenia/Psychosis
• Agoraphobia Eating Disorder • School refusal
• Alcohol misuse General Anxiety Disorder • Selective mutism
• Antisocial Personality 
Disorder
Health Anxiety • Self-harm
• Asperger’s syndrome Learning disability (mild, 
moderate and severe)
• Self-neglect
• Bereavement Low self-esteem • Sexualised behaviour
• Bipolar Disorder Maladaptive social skills • Sleep disorders
• Body-dysmorphic disorder Memory problems • Social phobia
• Borderline Personality 
Disorder
Obsessive-Compulsive
Disorder
• Social phobia/anxiety
• Challenging behaviour 
(violence, faecal smearing)
Panic Disorder • Specific Phobia
• Chronic Fatigue Syndrome Personality Disorders • Substance misuse
• Couple/Relationship Post-traumatic stress 
disorder
• Trauma due to childhood 
sexual and physical abuse
• Dementia Psychopathic Disorder • Trauma due to experiences 
from Nazi occupation
• Depression (general) Relationship Problems • Trauma due to incest
In addition, I have carried out a range of specialist assessments:
Specific assessment needs
• Admission assessment Risk of psychotic relapse
• Behavioural assessment (functional analysis) Risk of sexual violence
• Child protection (parent assessment) Risk of suicide
• Drug and Alcohol assessment Risk of violence
• Neuropsychological assessment in relation to 
dementia/depression symptoms
Suitability for treatment
• Post-stroke neuropsychological assessment Treatment needs
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In my work, I have made use of the following formal psychometric measures:
Formal psychometric measures
• Beck Suicidal Scale • PAS-ADD,
• Behavioral assessment) • PCL-R (Psychopathy)
• British Ability Scales II • Rathus assertiveness schedule
• Child Behaviour Check List • Reactions to provocation scale
• Children’s Health Locus Control Scale • Recognition Memory Test
• Children’s Impact of Events • Rivermead
• Children’s Yale-Brown Obsessive 
Compulsive Scale
• SOD (diagnosis of Axis I and II disorders)
e Coping Health Inventory for Parents • STAXI
# CORE-OM • SVR-20 (Sexual Violence)
• Culture Free Self-Esteem Inventory • The Adult Memory and Information 
Processing Battery
• Dissociative Experiences Scale II • The Liverpool University Neuroleptic Side 
Effect Rating Scale
• Family Relations Test • Vineland
• Functional Disability Inventory • WAIS-III
• HALO • WISC-III
• HCR-20 (Physical Violence) • WMS-III
• Millon Clinical Multiaxial Inventory - III, • WOND
• NART • WORD
• Depression scales (e.g. Beck Depression Inventory, Geriatric Depression Scale, Calgary 
Depression Scale, Children’s Depression Inventory, Birelson Depression Scale)
• Anxiety scales (e.g. Beck Anxiety Inventory, Panic Scale, Hospital Anxiety and Depression 
Scale, Spence Children’s Anxiety Scale)
• General scales (e.g. Hospital Anxiety and Depression Scale, Visual Analogue Scale, Symptom 
Checklist-90-R)
Group work
I developed, carried out and evaluated four different therapeutic group interventions:
• I developed and ran a group for older adults with depression. It was co-facilitated by a 
psychiatric nurse. I prepared a resource pack so that the group could easily be run again 
by a nurse or a psychologist (OA).
• Development of an anxiety/anger management group programme and a new intervention 
model including two carer sessions and follow-up support, and written material (PLD).
• I initiated and was the project leader for the development of a group therapy programme 
promoting insight into risk of violence and mental illness and motivational interviewing. 
The programme was co-developed with a trainee forensic psychologist (SPI).
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• I co-developed with a colleague of a psycho-educational group about mental illness for 
patients with a lack of awareness of their mental health problems (SPI).
Family work
I frequently worked with parents during my CAP placement. I have also worked with 
families as the sole therapist during my CAP and PLD placements. In addition, I worked as a 
co-therapist in a family therapy team under the supervision of Dr Amon Bentovim (CAP); I 
was a member of the reflecting team.
T eam /organ isation a l work
Team and organisational work was an important feature of my work throughout my training:
• At each of my placements, I was a member of one or several multi-disciplinary teams 
and worked closely with fellow mental health professionals and other professionals. I 
offered a psychological perspective on clinical issues and shared my knowledge of 
clinical psychology theory and interventions. I also contributed to the planning and 
discussion of care plans and clinical management of clients.
• I worked as a liaison psychologist at a Forensic Hospital, attending weekly ward rounds.
• I was a member of the Risk and Public Protection Research Group chaired by Professor 
Jeremy Coid.
• I reviewed the literature and adapted a computerised assessment tool and semi-structured 
interview schedule for the assessment of Alcohol and Substance Misuse in detained 
mentally ill offenders.
• I reviewed the literature and developed draft treatment plans for people with substance 
misuse problems.
• I was a member of a multi-disciplinary group developing a protocol for patient care 
pathways.
• I was a member of an interview panel for assistant psychologists.
• I contributed to the development of an admission assessment protocol. I reviewed the
literature on admission assessments and presented a working document.
• I provided informal staff support to colleagues from other disciplines.
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Services and settings
Services and settings Placement
• Acute in-patient adult psychiatry AMH, SPI (Placement base)
• Care homes PLD (secondary consultation, meetings)
• Children and Family Service CAP (Placement base)
• Clinical Psychology Services for older 
people
OA (Placement base)
• Clinical Psychology Services for people 
with learning disabilities
PLD (Placement base)
• Community Mental Health Team AMH, SPII (Placement base)
• Day hospital for older adults OA (Placement base)
• Home visits AMH (Establishing rapport), SPII (treatment of 
agoraphobia), OA (treatment of emotional 
problems), PLD (treatment, indirect work with 
parents),
• Low to medium secure forensic hospital SPI (Placement base)
• Outpatient clinic SPII (Placement base)
• Primary Care AMH (Placement base)
• Rehabilitation Hostel AMH (liaison, therapy)
• Schools CAP (liaison, meetings)
Models /  interventions
• Acute suicidal ideation and planning • Interpersonal theory
• Addictions (Gambling, Sexual, Substances) • Learning Disability
• Anger management • Motivational Interviewing
• Attachment • Multi-modal behavioural therapy
• Behavioural therapy • Narrative
• Brief Solution Focussed therapy • Problem solving
• Carer intervention • Psychodynamic
• CBT for psychosis • Psycho-education
• CBT for emotional problems • Relapse Prevention (substance misuse)
• Chronic Illness (model) • Relapse Prevention (violence)
• Criminogenic needs therapy • Relaxation training
• Dialectical Behaviour Therapy / Emotiona 
Regulation
• Secondary consultation
• Eclectic/integrative therapy • Systemic
• Family therapy • Trauma
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Other components of training experience
Teaching, skills transm ission  and presentation
• I have been training assistant psychologists in psychological assessments (PLD, SPI)
• I have trained carers, psychiatric nurses and other professionals in the assessment, 
planning of interventions and provided ongoing support (all placements)
• I had the opportunity to present case work and to discuss it with clinical psychology 
colleagues and multi-disciplinary team members (all placements)
• I presented material from courses and training events I attended to clinical psychology 
colleagues
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M eeting, ob servation s and v isits
• Acute psychiatric ward Section 117 meetings, discussing discharge from sections 3, 37, 47 and 
47 (AMH)
• Assessment and Attend team meeting, presentation of theory and treatment of OCD,
treatment team shadow individual clinicians
• Case management 
team
Attend team meeting, shadow individual clinicians
• Challenging Needs 
Service meeting
Case presentations and discussions
• Child and Family 
Service meeting
Discussing trust merger and other organisational issues
• Clinical Psychology 
department/services 
meetings
All placements (both local and regional)
• Dementia day hospital Visit/observation/discussing services with staff
• Dementia in-patient 
ward
Visit/observation/discussing services with staff
• General Hospital I observed supervisor in her consultancy work at a physical health 
problem in-patient ward
• Multi-disciplinary Presenting my case work. Contributing psychological perspective and
teams (all placements) knowledge of evidence-based literature to clinical discussions
• Paediatrician Conducting a comprehensive child developmental assessment
• Periodic Service 
Review Meeting
Reviewing and discussing the management of clients with their carers
• Primary care staff Presented my research on the evaluation of patients’ satisfaction with 
psychology services in primaiy care, making suggesting for continuing 
audit and improvement of services
• Psychiatric Day 
Hospital
Visit/observation/discussing services with staff (AMH)
• Psychiatrist Observing and discussing clinical work (AMH, OA, CAP, SPI and 
SPII)
• Respite home for
children with learning 
disabilities
Visit/observation/discussing services with staff
• Social Services Observed consultancy work by supervisor (CAP)
• Special schools Visit/observation/discussing services with staff; schools for children 
with emotional and behavioural problems (CAP)
• Supervisors Observed assessment and treatments (all placements)
• Trauma clinic Visit/discussing services with staff
C ourses and training ev en ts
• Conference and lectures: Tizard centre summer school and conference. (Gary LaVigna and Ted 
Carr; Canterbury, 1999)
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• Conference and workshop: I attended a conference and workshop called ‘The evolution of 
cognitive practice and case formulation’ (Manchester, 2003)
• Conference and workshop: I attended a conference and workshop called ‘The expert witness, 
mental health and the judiciary’ (London, 2004)
• Conference and workshops: I attended a two day conference and workshops about assessment and 
treatment of forensic patients arranged by the Lucy Faithful Foundation (Birmingham, 2003)
• Conference: I attended a day conference covering a range of subjects relating to work within 
forensic settings (London, 2003)
• Seminar: neuropsychology (London, 2000)
• Seminar: Schema focussed therapy, neuropsychology of brain stoke (London, 2000)
• Seminars: I attended a number of seminars at the hospital covering subjects such as sex offender 
treatment issues, CBT in treatment resistant Psychosis, Dissociation & Diagnosis, Secure 
Psychiatric Care, Risk Assessment of Sexual Violence and side-effects of anti-psychotic 
medication (Thomford Park, 2002-2004)
• Training: I attended a day SCfP training course involves issues with regards to restraint of people 
with learning difficulties. It includes practical teaching of minimal impact physical restraint, and 
theoretical relevant issues, such as legal matters, report writing and development of policies for 
homes and individuals (Hastings, 1999)
• Workshop: Early intervention in psychosis (Dr Chris Jackson; London 1998)
• Workshop: I attained a certificate in Substance Misuse treatment in people with mental illness 
following a 4 hour workshop (Trondheim, Norway, 2002)
• Workshop: I attained a certificate in the use of Hare Psychopathy Checklist -R following a 3-day 
workshop (Lake District, 2002)
• Workshop: I attended a one day ‘Advanced Cognitive Therapy for Emotional Disorders’ 
workshop with Professor Menzies (London, 2004)
• Workshop: I attended a two day workshop on Acceptance and Commitment Therapy with 
Professor Hayes (Southampton, 2004)
• Workshop: medical aspects of brain stroke (London, 2000)
• Workshop: WAIS-III and WMS-III (London, 2000)
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Summary o f Adult Mental Health Case Report
The a sse ssm e n t and treatm en t of a specific  phobia
Name Mr White Age 25
Date of first session 5th November 1998 Number of sessions 10
Type of case Treatment Presenting need Specific Phobia
Framework Cognitive-behavioural, (Psychodynamic)
Names and other identifying information have been altered in order to preserve anonymity.
Reason for referral
Mr White is a 25-year-old man who was referred to a Community Mental Health Team by 
his GP because of his fear of being unable to control his bladder. The GP had excluded any 
medical condition, which would affect Mr White’s continence.
Presentation
There was no evidence of any abnormalities in speech, comprehension, thought or 
perception. He sustained normal eye contact. He was mood was euthymie.
Relevant brief background information 
Presenting problems
Mr White said he had an acute fear of being incontinent in public. He was more fearful of 
discharging stools than urine. He emphasised that he had never soiled or wet himself as an 
adult. Because of this fear, his repertoire of activities and behaviour were severely restricted. 
For example, he did not use the underground and he felt unable to go to the cinema or 
theatre. He avoided places with no easy access to a toilet and situations in which he believed 
it would be embarrassing strange to got to the toilet. He was distressed over not being able to 
do things he used to do.
Mr White also described a ‘fear of fear’ (Wells, 1998), i.e. a fear of the symptoms of fear. He 
was afraid of losing control and “go mad”. This fear appeared to emanate from a general fear 
of negative evaluation.
History of problem s
Mr White’s fear of incontinence first emerged at his brother’s wedding five years prior to 
seeking help for his problems. He had not had time to go to the toilet before the ceremony
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started and a very strong urge to pass water overcame him. He became increasingly anxious 
lest he would not be able to control the flow of urine. In the middle of the service, he 
experienced a panic attack. He did not have an accident. He has experiences two other panic 
attacks in similar circumstances, i.e. stressful public events in which he wanted to go to the 
toilet but felt he could not. He said that as a result, he avoided all situations in which he may 
have a panic attack of fear that the attack by itself will make him incontinent.
Formulation
Mr White’s specific phobia seems to have been developed from the combination of factors, 
including a long standing high baseline anxiety, fear of negative evaluation and a perceived 
near-miss highly stressful situation in which he believed he could have become incontinent. 
It has been suggested that stress could influence the development of acute fear and anxiety 
(Emmelkamp, 1982) and that high baseline anxiety can contribute to the development of 
specific phobias (Andrews et a l, 1994). Stress may have exacerbated his already high 
anxiety to a level where the physical symptoms of anxiety became so prominent that they 
became a problem in themselves and catastrophic interpretations of bodily sensations 
contributed to panic attacks. Research has shown that the panic attack can be the trigger of 
phobia (Clum & Knowles, 1991; Munjack, 1984: cited in Andrews et a l, 1994). Also, 
McNally & Steketee (1985) showed that animal phobics reported more fear of panic attacks 
themselves than of animals.
His phobia may be maintained by his continual catastrophic interpretations of his anxiety 
symptoms, dysfunctional core beliefs and conditional assumptions, safety behaviours and a 
limited ability to cope with sustained levels of anxiety. It is likely to be further maintained by 
safety-seeking behaviours. Salkovskis (1996) stated that not only can safety-seeking 
behaviours prevent disconfirmation of fears and in that way maintain anxiety reactions, but 
can also act to increase symptoms. Vicious circles involving cognitions, behaviour, physical 
symptoms and the environment also work to maintain Mr White’s symptomatology. For 
example, catastrophic thoughts, e.g. ‘I will go mad’, seem to have lead to an increase in 
anxiety that in turn could be misinterpreted as indication that they are losing control.
Intervention
The primaiy aims of the intervention were to reduce anxiety, dysfunctional thinking and 
safety-seeking behaviour in relation to his incontinence phobia. The intervention included 
the following broad strategies: (1) psychoeducation about phobia and socialisation to the 
cognitive-behavioural model; (2) graded exposure to feared situations; (3) desensitisation
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and progressive retention of faeces and urine training; (4) cognitive work on automatic 
negative thinking, core beliefs and conditional assumptions; (5) problem solving and 
motivation enhancement training. A general aim of the intervention was to break the vicious 
circles maintaining the symptomatology.
Outcome
Mr White used the sessions well and a good therapeutic relationship was formed quickly. At 
the end of the tenth and last session, he had succeeded to stop a number of safety-seeking 
behaviours, such as taking Imodium, to reduce his visits to the toilet and to stop drinking 
alcohol during weekends. He was also successful in returning to previously avoided 
activities, such as travelling on the underground, trains, socialising outside the house and he 
was training to run the marathon. His progress in retention training was rather slow 
compared with other similar cases described in the literature (Rovetto, 1983). Nevertheless, 
he managed to maintain a low urge to go to the toilet for periods up to an hour, compared to 
the less than five minutes he managed before treatment.
Mr White reported a better understanding of his condition. He said that the therapy had been 
very helpful in reducing his anticipatory anxiety and baseline anxiety. He also felt more 
comfortable with the eventuality that his condition had a large psychological maintaining 
and possibly causal component. He stated that he felt better equipped to cope with his 
symptoms and the exposure treatment. He also reported a better understanding of his low 
self-esteem and social anxiety problems. He felt more hopeful about the future. Mr White 
reported less automatic negative thinking and a more positive view on mental disorders and 
psychological treatments about which he had previously been very sceptical.
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Summary of People with Learning Disabilities 
Case Report
In tegrated  group treatm en t for difficult strong em o tio n s, such a s  
anxiety , sa d n e ss  and anger: A m ulti-m odal approach
Number of patients 7 Ages 27 to 53
Date of first session 1999 Number of sessions 14
Type of case Treatment (group) Presenting needs Emotional and
behavioural problems
Framework Cognitive-behavioural, Learning Disability, Group intervention. Multi­
modal/systemic
Names and other identifying information have been altered in order to preserve anonymity.
Reason for referral
A  large number of people with learning disabilities had been referred for emotional 
problems, such as anger, anxiety and depression, and associated behavioural problems, but 
because of limited access to individual therapy they remained on a waiting list. Seven people 
were selected for a group intervention programme.
Assessm ent
The case report was based on the following sources:
1. Individual interviews with clients
2. Individual interviews with carers of the clients
3. Discussions in the multi-disciplinary team
4. Carer check-list of mental health problems, PAS-ADD (Prosser et al., 1998)
5. Reaction to Provocation Scale (Novaco, 1980)
As can be seen in Table 1, the group was highly heterogeneous with regards to type of 
learning disability, but also with regards to speech & language skills. The heterogeneity was
of great concern, but the alternative was not to offer these clients any treatment for a
considerable amount of time. The potential advantages appeared to outweigh the potential 
disadvantages.
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Table 1. Characteristics of participants.
Participants
Age 27 47 53 41 42 30 32
Gender Female Female Female Male Male Male Male
Learning
disability*
Moderate Mild Moderate Moderate Severe Moderate Severe
Speech & 
language 
difficulties*
Mild, but 
often 
avoid 
talking
None Mild Mild Severe Moderate Severe
Other
diagnoses
Cohen
syndrome
ASD
Psychiatric
history
Psychosis
Target needs Anxiety
Anger
Anxiety
Anger
Anxiety
Anger
Anxiety
Anger
Sadness
Anger Sharing 
life expe­
riences
Anger
Other needs Improve
commu­
nication
skills
Social
skills
Challenging
behaviour
No Yes Yes Yes Yes No Yes
Living Care
home
Care
home
Care
home
Care
home
Care
home
Care
home
Family
home
* not formally assessed, categorisation only based on the professional opinion of a member of the 
team
ASD = Autistic spectrum disorder.
Speech & language difficulties: Severe = understand one or two information carrying words, do not 
understand abstract concepts; Moderate = understand three or more information carrying words, no 
abstract concepts; Mild = some problems in understanding everyday language.
Initial formulation
In Error! Reference source not found., an attempt was made to bring together and 
integrate the available evidence in the literature about the emergence and maintenance of 
arousal-related strong emotions in relation to the presenting needs of the group members. 
The reality of having learning difficulties can create particular trigger stimulus for strong 
emotions, e.g. lack of stimulating activities and inability to leave a household with people 
one does not get on with. It can also influence beliefs and dysfunctional emotions (Lindsay, 
& Olley, 1998) and how they cope and what coping strategies are available to them (Lindsay 
et a i, 1998). For example, for one of the group participants it was very difficult to go out for 
a walk to calm down when she was angry because she needed to be accompanied and staff 
shortages made it impossible for her to use this strategy.
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The formulation in Figure 1 also includes aspects of cognitive-behavioural models of anxiety 
(Salkovskis, 1996) and anger (Novaco, 1975). The model of anxiety emphasizes vicious 
circles involving safety-seeking behaviours, potentially threatening stimuli, physiological 
changes and threat appraisal as maintaining factors for anxiety. The anger model stresses 
self-talk, intentions attributed to others, expectations and negative appraisal of situations as 
maintaining factors.
Figure 1. Cognitive-behavioural formulation of the emergence and maintenance of strong emotions, 
such as sadness, anger, and anxiety.
Learning disabilities
eg related to dependency on 
others, lack of control of their 
environment, communication 
problems (e.g. of needs)
Beliefs and 
dysfunctional 
asssu m p tio n s
(schema) 
about the self and 
the world, e.g. not 
being liked, not 
having any control, if 
I make a mistake I 
fail, everyone is out 
to get you.
Trigger stimuli
eg negative life events, sad memories, boredom, lack of social interaction, 
potentially threatening stimuli
Negative Appraisal
of situations/events/thoughts
Strong Negative Em otions
Negative Negative Safety- Physiological
attentional self-talk seeking ch an g es
focus and thinking behaviours e.g. arousal,
i.e. scanning the i.e. ‘1 am no e.g. avoidance crying,
environment for good’, ‘1 will (relates mainly flushing,
evidence that fail’, ‘1 will to anxiety) shaking
seem to confirm retaliate’, ORbeliefs and ‘Everyone is
dysfunctional against me’ Challenging
assumptions. behaviour
M aladaptive coping and 
problem s solving skills
M aintenance of strong  negative em otions
Five of the seven participants were not only referred for emotional problems but also for 
challenging behaviours, such as aggression and shouting. From the interview, it appeared 
that strong emotions and behaviour problems were related bilaterally. Lindsay (1999) 
suggested that emotional disorders may result in novel or increased behaviour problems. 
Challenging behaviour has been suggested to be a way for some people with learning
PsychD (Clinical Psychology) 126
Summary Case Report People with Learning Disabilities
difficulties to cope with anxiety, frustration and stress (Loumidis & Hill, 1997). Behavioural 
problems can in turn contribute to the emergence of emotional problems (Moore & et al., - 
1997) and in that way create a vicious circle where emotional and behavioural difficulties are 
maintaining each other.
Intervention
A multi-modal intervention programme for arousal-related strong emotions were developed 
involving both cognitive-behavioural and systemic components:
1. Twelve group sessions with a six weeks break after ten sessions
2. Homework
3. Two carer sessions
4. Carer intervention; part of treatment was undertaken by carers both inbetween group sessions 
and after the group programme
5. Carer support and supervision by the psychology services during and after group programme
Outcome
At the time of this report, the post-group psychometric measurements had not yet been 
completed. The reason of this omission in this report is that the group had to be postponed 
two weeks because of unpredictable staff movements.
Attendance
All but one attended at least 11 out of the 12 sessions (one client attended 9 sessions). All 
absences were due to holidays, hospital visits or other important engagements.
Client feedback
After each session, a feedback form was handed out inviting a response whether or not they 
‘were happy’ with the session. The anonymity and confidentiality of the feedback was 
emphasised. It was found that n-one was at anytime unhappy with a session. It. is 
acknowledged, however, that this type of feedback is very sensitive to positive response bias.
An example of client feedback, a spontaneously written letter, is partly reproduced in Table
2. This client spoke only a couple of words in total during the programme and she did not 
participate in any of the role-plays, warm-ups or discussions. The group facilitators were not 
sure if she had benefited at all from the programme. It should be noted that this woman was 
extremely shy, avoided all interaction with strangers and that this was her first group 
appearance.
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Table 2. An extract from one of the participants’ spontaneous letter to the group facilitators
.. thank you for helping me. I have learnt how to say .. how I feel. This has helped me. I think that 
people understand me better. If you plan to have more group meeting in the future will you please ask 
me to come. I am still a bit shy and I liked the people ..
Carer feedback
The positive feedback from the clients was corroborated by informal positive comments 
from the majority of the client’s key workers. They typically said that their client enjoyed 
being in the group and that the programme appeared to work. A couple of carers also said 
that their client’s challenging behaviour had decreased since the start of the group. All of 
them said that they now took a greater interest in their clients’ emotional expressions and 
what they could do practically to help.
Strategies to control strong emotions, such as walking away from provoking situations, using 
good self-talk, making use of relaxation techniques, were used by the majority of the group 
in the end of the programme according to their carers.
Facilitators' observations
The majority of participants used the session very well. Although the group facilitators were 
critical at first, the intervention programme showed that even a very heterogeneous group 
with respect to abilities and skills, which used an intervention approach with wide remit, 
could bring some benefit to the participants. Two of the group members with the lowest 
intellectual functioning did at times to have difficulties following the group discussions and 
to understand the material presented. However, some way into the group programme, they 
tended to support each other and the more able member also assisted them. Thus, 
characteristics of the programme that was first was thought to be a weakness might in fact 
have been a strength.
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Investigation  o f m em ory difficulties: D em entia or d ep ression
Name Ms Ann Smith Age 67
Date of first session 20.04.2000 Number o f sessions 7
Type of case Assessment Presenting need Memory difficulties, 
disorentation
Framework Neuropsychological, Chronic illness
Names and other identifying information have been altered in order to preserve anonymity.
Reason for referral
Ms Smith, a 67-year-old lady, was referred for an investigation into her marked memory 
problems and disorientation in space.
Presentation
Ms Smith was fully co-operative, good-humoured and affable throughout the assessment 
period. She was well kempt and dressed neatly. There was nothing unusual in her quality or 
quantity of speech, behaviour or her presentation overall, except for mild paranoid ideation, 
and occasional repetition of questions and information. She sometimes appeared to forget 
what had been said five minutes previously. However, her verbal interaction was of 
sufficient quality that her memory difficulties might go undetected in casual and short 
everyday conversations.
Relevant brief background information
Ms Smith reported she had suffered from two severe episodes of depression in the past, but 
that she currently did not suffer from depression. This was corroborated by a family member 
and by staff at the day centre she attended regularly.
Ms Smith was unable to give an account of the nature, onset and course of her memory 
difficulties. Staff at the day centre had observed, however, that Ms Smith did not appear to 
remember instructions, often lost things, repeated herself in conversations, and sometimes 
got lost when she drove to the hospital in spite of having completed the journey about ten 
times in the previous two months. A family member estimated that there had been a gradual 
decline, without fluctuations, in her memory for about seven years.
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A CT scan report (7.4.00) found cortical atrophy, enlarged ventricles and possibly small 
vessel ischaemia. It was not stated in the report whether these brain abnormalities are 
significantly different from what could be expected from normal ageing. There was no 
evidence that her presenting problems were caused by physical illness, medication or 
environmental demands.
There was no reported family history of dementia or other psychiatric disorders.
Neuropsychological evaluation
Ms Smith's estimated premorbid intellectual functioning was in the high average range or 
above. A range of formal assessments were used to estimate her current general intellectual 
functioning:
• Weschler Adult Intelligence Scale III
• The Adult Memory and Information Processing Battery
• Recognition Memory Test
• 6-item Cognitive Impairment Test
In addition, Ms Smith’s level of depression was assessed with the Geriatric Depression 
Scale. Her score was zero that indicated a minimal level of depression.
Ms Smith memory difficulties were found to be marked and widespread. Her performance 
was impaired in many different aspects of short-memozy (incidental learning, overt learning, 
recognition, and retrieval) for both verbal and non-verbal material, episodic memory 
(memory of events and events as happening at a particular time) and possibly deterioration in 
long-term memory retrieval. She had marked difficulties in learning verbal material 
compared with people of her age. There was no evidence that emotional problems impaired 
Ms Smith’s memory performance. In addition, Ms Smith showed marked impairment of 
visual processing speed.
Judged against Ms Smith's estimated pre-morbid functioning, her performance suggested a 
significant deterioration. However, her verbal reasoning and nonverbal abilities were in the 
High Average range compared with people of her own age, which is consistent with a high 
premorbid functioning.
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Discussion and conclusion
Ms Smith did not show a global deterioration of intellectual functioning, but there was 
evidence of a marked impairment in working memory in particular, and information 
processing speed, compared with pre-morbid functioning. Her presentation did not fulfill the 
DSM-IV criteria for dementia disorders because there was no evidence of multiple cognitive 
deficits. In addition, on subtests which are sensitive to the deteriorating effects of dementia, 
such as Similarities, Block Design and Matrix Reasoning (measures of fluid intelligence), 
but not strongly associated to memory functioning, Ms Smith performed average or above 
average. Moreover, clinical indices of dementia such as poor attention and concentration and 
significantly impaired awareness of cognitive problems were not present.
A possible explanation of Ms Smith’s presentation is that she is in a prodromal stage o f  a 
dementia disorder as suggested by the gradual onset of her memory problems, stability of 
symptoms, the presence of disorientation in place and time, observable brain abnormalities 
on the CT scan, and the type, severity and comprehensiveness of her memory impairment.
After assessm ent intervention
The results of the assessment, what will happen next and what she could do to help herself 
were discussed in detail with Ms Smith over four sessions. She was given a handout with a 
summary of the results of the assessment and some strategies that she could use to facilitate 
memorising and recall. Written recommendations were made available to people involved 
with her care. They included suggestions about facilitating Miss Smith’s ability to learn and 
retrieve information, and how to manage other aspects of her presentations, such as impaired 
short-term memory and disorientation in time and space.
In addition, the results were relayed to her psychiatrist. In particular, the issue of her 
impaired memory functioning and disorientation in time and space in relation to driving a car 
was communicated.
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A ten -year-o ld  boy w ith behavioural problem s and his family: 
A ssessm en t and intervention
Age at the time of assessment
Referred Client John 10 years 11 months
Mother Mrs Knight 40
Father Mr Knight 44
Brother Max 6
Sister Louise Deceased in 1995
Date o f first session 11th January 2001
Number of sessions 12
Type o f case Treatment
Presenting need Behavioural and emotional problems
Frameworks Behavioural Parent Training, Systemic, Chronic 
Care, Attachment theory, Social Learning, Cognitive- 
behavioural
Names and other identifying information have been altered in order to preserve anonymity.
Reason for referral
John (10-year-old) was referred by his GP because of “significant behavioural problems at 
home”, which were “characterized principally by violence”. The GP reported that “on 
occasions [John] has threatened the family with a knife and once, when crossed, held a knife 
at his own throat and threatened to kill himself’, and “[John] felt that his father is 
unreasonably physically harsh with him”.
Presentation
All four family members were observed to be polite and friendly. John and Mr Knight 
appeared highly anxious and guarded in the first session, but became more outspoken and 
euthymie in subsequent sessions. Mr Knight stated that he had feared coming lest he would 
be perceived as a bad father.
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Assessm ent
The case report was based on the following sources:
6. Family and individual interviews
7. Behavioural observation of family interactions and individuals during intervention
8. Telephone conversation with John’s class teacher
9. Referral letter
10. School report
11. Pre & Post-treatment Child Behaviour Checklist for parents (CBC) (Achenbach, 1991)
12. Behavioural recordings of problem behaviours
13. Drawings made by John
Professional issues
The issue of Child Protection was an important aspect of the work. The need to detect any 
events of past or present physical abuse while sustaining a working relationship with the 
parents was given first priority. Another important issue was the risk of John harming 
himself. The support and guidance from the multidisciplinary team and the case supervisor 
were vital when addressing these two issues. There was no reported or observed evidence of 
child abuse, suicidal ideation, self-harm or couple discord or abuse.
Presenting problems
John presented with a pattern of behaviour consistent with the criteria for Oppositional 
Defiant Disorder (ODD, WHO, 1996) and problems managing negative emotional states. On 
the CBC, John had significantly more behavioural problems and on the Somatic Complaints 
subscale, his score was in the clinical range. The parents stated that John was the cause of all 
their problems and they were not sure they could do anything to improve the situation.
Formulation
Predisposing factors
Apparent permissive parenting in John’s early life may have failed to provide him with a set 
of adaptive family norms to internalise and guide his behaviour (Carr, 1999).
Precipitating factors
The change in circumstances following the birth of twins and the death of one of them in 
1995 seems to mark the beginning of the family’s difficulties. The parents capacity to give 
John the same amount of attention and affection as before may have been significantly 
reduced by their grief (Cuisinier et al., 1996) and the needs and demands of the new child. 
Also, the death of the child may have made the parents sensitised to danger and loss and 
their emotional resources may have become focussed on Max, the surviving twin. These new
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circumstances may have threatened John’s internal working model of secure attachment to 
his parents during a sensitive period of his social and emotional development. A less secure 
parents-child attachment is related to behaviour problems (Moretti et al., 1994; in relation to 
father-son attachment: DeKlyen et al., 1998). John seems to have responded to the new 
circumstances by escalating previously learned strategies to gain more parental contact and 
concern.
The referral was precipitated by a series of incidents in 2000 when John wielded a knife. 
There were no apparent triggers of these incidents. They seemed to represent climaxes of a 
gradual worsening of the relationship between John and his parents since 1995.
Maintaining factors
There appeared to be a vicious circle of coercive interactions and perceived rejections 
together with the parents’ unfavourable expectations and opinion of John and apparent 
favouritism of his brother, may maintain the problems by contributing to the development of 
negative self-schemas in John (Beck et al., 1979) and the weakening of parents-child 
attachment.
It is possible that by wielding a knife, John gained parental concern and affection in the 
short-term and autonomy in the long-term as his parents became even more lax in discipline 
for fear of another incident.
Inconsistent parental discipline may maintain the problems through the process of 
inadvertent negative reinforcement.
Protective factors
Protective factors seemed to include an unproblematic period up to the age of 5, good 
academic and social functioning, good physical health, regular exercise, acceptance by the 
family that there is a problem, commitment by the family to resolve the problem, father’s 
capacity to be forthcoming and reflective about his own childhood experiences and current 
parenting style, and low family stress in other areas of their life (Carr, 1999).
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Intervention
Three main goals were agreed:
1. To increase understanding of John’s behaviour
2. To decrease problem behaviour and arguments between John and his parents
3. To increase positive family interactions
The parents were invited on their own for the first consultation. The whole family was 
invited to all subsequent consultations. Five sessions were divided into one half hour family 
session and a half hour individual session with John.
Outcome
At the eighth consultation, the parents reported that all goals had been achieved and they
were satisfied with the outcome. The parents said that they had benefited from a better
understanding of child development and John’s behavioural and emotional problems.
On the CBC, all indices were now within the average range for children of his age.
The parents said that although arguments had not completely ceased, they were much 
shorter, less intense and resolved positively. They said that John was less defiant and had not 
displayed any serious behaviour problems. John and his parents indicated that they were now 
better at recognising feelings of anger in themselves and other family members and better at 
preventing them from escalating.
Mrs Knight reported there had been a significant improvement in Mr Knight and John’s 
relationship and that John had begun to talk to them about his feelings rather than hiding 
them.
Improvements were maintained at follow-up according to the clinical supervisor.
References
Beck, A. T., Rush, A. J., Shaw, B. F., & Emeiy, G. (1979). Cognitive therapy fo r  depression. 
New York: The Guildford Press.
PsychD (Clinical Psychology) 136
Child and Family
Carr, A. (1999). The handbook o f  child and adolescent clinical psychology. London: 
Routledge.
Cuisinier, M., de Kleine, M., Kollee, L., Bethlehem, G., & de Graauw, C. (1996). Grief 
following the loss of a newborn twin compared to a singleton. Acta Paediatr., 85, 
339-343.
DeKlyen, M., Speltz, M. L., & Greenberg, M. T. (1998). Fathering and early onset conduct 
problems: positive and negative parenting, father-son attachment, and the marital 
context. Clin.ChildFam.Psychol.Rev., 1, 3-21.
Moretti, M. M., Holland, R., & Peterson, S. (1994). Long term outcome of an attachment- 
based program for conduct disorder. Can. J.Psychiatry, 39, 360-370.
WHO (1996). Multi-axial classification o f  child and adolescent psychiatric disorders: ICD- 
10 classification o f  mental behavioural disorders in children and adolescents (World 
Health Organization). Cambridge: Cambridge University Press.
PsychD (Clinical Psychology) 137
Summary of Specialist Placement I Case Report
The a sse ssm e n t of risk o f v io len ce  in a 39-year-o ld  man deta ined  
under th e  Mental Health Act (1 9 8 3 )  and d iagnosed  w ith paranoid  
schizophrenia
Name SMITH, Tom Age 40
Legal status Section 37/41 Number o f sessions 7
Date of first session 25.06.2003 Date of last session 20.08.2003
Current diagnosis Paranoid schizophrenia Index offence Attempted manslaughter
Type o f case Assessment Presenting need Assessment of risk of 
violence
Framework Forensic, behavioural, Towl & Crighton (1996)
Names and other identifying information have been removed and altered in order to preserve 
anonymity. The actual victim of the offences was not the grandfather of the client, and dates, 
geographical locations and names are made up.
Reason for referral
Mr Smith was a 40-year old man of Caucasian descent diagnosed with paranoid 
schizophrenia and detained under Section 37/41 of the MHA 1983 (legal category: Mental 
Illness) following a conviction for attempted manslaughter of his grandfather in 2001. He 
was referred for an assessment of risk of future violence towards his grandfather.
Presentation
Mr Smith presented as polite, friendly and thoughtful throughout the interviews. He was 
observed with fluctuating mood during the assessment period, including low mood, anxiety 
and drowsiness, with the latter being possibly related to antipsychotic medication.
Assessm ent plan
The risk assessment was based on methods of cognitive-behavioural assessment as described 
by Towl and Crighton (1996). The primary aims of which are: 1) to describe characteristics 
of events, both personal and contextual aspects, in which the person has reacted violently in 
the past; 2) to assess the probability of reoccurrence of violence if exposed to similar 
characteristics in the future.
PsychD (Clinical Psychology) 138
Summary Case Report Specialist Placement I
The case report was based on the following sources:
14. Clinical interviews
15. Interviews with members of the multi-disciplinary team
16. Medical file, including progress notes and clinical reports
17. Psychometric assessments (Family Relations Test, Millon Clinical Multiaxial Inventory -  III)
Background history
Details of the background history is here omitted to preserve the anonymity of the client.
Psychiatric history
Since Mr Smith’s first diagnosis of “schizophrenia” in 1994, he has had numerous 
admissions to psychiatric hospitals and prison hospital wings, and has been treated 
intermittently with a variety of neuroleptic medications. There were no observed or reported 
positive symptoms of schizophrenia since the admission to the Green Hospital in 2002.
Forensic history
Mr Smith was reported to have a history of offending, including convictions of theft, 
criminal damage, deception, robbery and two violent offences towards his grandfather. There 
were no reported acts of aggression since the index offence in 2001.
Current psychological assessm ents
Mr Smith’s reluctance to undertake psychometric assessments meant that these were kept to 
a minimum and therefore not as a comprehensive as anticipated.
The results on the Family Relations Test suggested that Mr Smith currently harbours mainly 
positive feelings for his grandmother and brother, and mainly negative feelings for his 
grandfather. Mr Smith also indicated that he received mainly positive feelings from his 
grandmother and brother, and mainly negative feelings from his grandfather. Findings were 
consistent with other interview data.
Mr Smith’s MCMI-III test data suggested prominent clinical symptoms of anxiety and 
dysthymia both evident in clinical interviews and reports from ward staff. There was no 
support for personality disorder per se, however traits of schizoid and depressive personality 
were suggested on the MCMI-III, but there was insufficient historical clinical data to 
differentiate these from Schizophrenia and dysthymia. The schizoid traits did not appear 
consistent with historical nor with interview data, particularly in light of his self-reported 
extensive social circles and history of intimate relationships. All other scales, clinical and
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personality, fell within the normal range. The results of the MCMI-III were consistent with 
clinical observations and reports from ward staff.
Formulation
A detailed formulation was presented that was based on research evidence on factors related 
to increased risk of violence, see Figure 1.
Discussion and conclusion
Mr Smith’s attempted manslaughter of his grandfather in 2001 appeared to have served three 
functions: 1) to retaliate and punish his grandfather for alleged physical abuse and 
maltreatment; 2) to stop a deterioration in Mr Smith’s mental health based on the belief that 
his grandfather was responsible for his condition; 3) to save his own life based on the belief 
that his grandfather wanted to kill him. The previous assault of the grandfather appeared to 
be related only to the first function.
In line with the reporting of risk as advocated by widely used and recognised structured 
guidelines, such as the HCR-20 (Webster et al., 1997), the following risk opinion is 
structured and styled accordingly. Interpretations of data are based on the HCR-20’s risk 
formulation. If Mr Smith resides in an environment in which his mental state and use of 
substances can be closely monitored, and if he has no opportunity to make unsupervised 
contact with his grandfather, the risk of violence against his grandfather is in my opinion low 
at the moment. However, if Mr Smith resides in a less secure setting, starts to misuse 
substances, experiences acute psychotic symptoms and/or has altercations with his 
grandfather, the risk of violence towards his grandfather is in my opinion moderate to high 
(Douglas et al., 2003; Webster et al., 1997). Other remaining concerns are his intent to use 
cannabis again and apparent suggestibility, which could make him vulnerable to peer 
pressure in relation to substance misuse and violent behaviour. Furthermore, Mr Smith’s pro­
violence attitude and limited insight into his risk of violence may make him less likely to 
comply with a risk management plan at present (Webster et al., 1997).
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Figure 5. Formulation of Mr Smith’s attempted manslaughter of his grandfather.
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Recommendations
A  number of recommendations were made including, insight promotion into both risk of 
violence and mental illness (e.g. Nelson, 2005), the development of a risk management plan, 
substance misuse treatment (e.g. Wanigaratne et al., 1990; Miller et al., 2002) and 
therapeutic work dealing with the trauma in relation to the alleged physical abuse (e.g. 
Briere, 1992), and bereavement and the problematic attachment to his grandparents (e.g. 
Stuart et al., 2003).
Outcome and other issues
Acting on the recommendations of the current assessment, the clinical team referred Mr 
Smith to a cognitive-behavioural group therapy programme promoting insight into reasons 
for detention and a basic understanding of risk management. Mr Smith accepted and 
attended this group.
A proposal to transfer Mr Smith to a hospital in closer proximity to his grandparents’ house 
where he would have been given unescorted community leave, was withdrawn after the 
distribution of the current report.
Profession, ethical and process issues were discussed in the end of the report.
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ABSTRACT
Objectives. This study main objectives were to:
1. provide feedback about consumers’ satisfaction and opinions about their service
2. provide baseline average and individual item satisfaction scores
3. identify potential opportunities for improvement of service from consumer feedback.
Design. A cross-sectional survey design was employed.
Setting. On-site clinical psychology service at two General Practice surgeries within 
South Greater London.
Participants. Ninety-four persons were invited to participate in the study.
Selection. One clinical psychologist at each service was identified and only their clients 
were included in the study. All clients who had be seen for at least one session in the 
period of December 1997 to March 1999 but who were discharged at present were 
included
Main Outcome Measures. A 21-item consumer evaluation questionnaire was developed. 
It incorporated the CSQ-8, a commonly used and psychometrically sound client 
satisfaction scale (Attkisson & Zwick, 1982: cited in Watson & Leathern, 1996).
Result. The response rate was 70%. High satisfaction scores and a majority of positive 
feedback from open-ended items were obtained. On average 76% and 89% of clients were 
satisfied with the service at respective setting. However, there were also some critical 
comments, such as the unavailability of appointments outside normal working hours.
Discussion. The utility of the present method of consumer evaluation is discussed along 
with limitations of the study. The method is suggested to be valuable, but caution is raised 
against over-interpreting the results. Practical suggestions following the result and a 
review of the literature are given.
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INTRODUCTION
Interest in the evaluation of mental health services began to emerge 30 years ago in the 
United States (Zusman, 1988). In United Kingdom several influential government reports, 
e.g. ‘NHS Management Inquiry’ (1983) and ‘Working for patients’ (1989), have strongly 
advocated the use of consumer feedback and satisfaction in the appraisal of services (cited 
in: Stallard, Hudson & Davis, 1992). In United States and Canada consumer evaluation has 
been a standard part of many mental health services for over two decades (Lebow, 1982), 
and it is today a requirement of both state and funding agencies (Watson & Leathern, 1996). 
However, the process of measuring and collating this information is costly and often 
demands a significant amount of time from busy clinicians. In addition, many consumer 
evaluations are filed away and lead to very little or no change (Stallard, Hudson & Davis, 
1992). In the literature, questions have been raised about the usefulness of consumer 
evaluation and whether the disadvantages outweigh the advantages.
In a review of the literature, Lebow (1982) listed a number of important reasons why 
consumer satisfaction is important: 1) it is widely regarded by consumers as an important 
goal of treatment; 2) it is in important factor in determining engagement in therapy and 
premature termination; 3) it provides data which may lead to initiation of improvements in 
services and be used to formulate policy; 4) it can be utilized to evaluate changes in services. 
Cape (1991) and Donabedian (1992: cited in Stallard, 1995) pointed out the importance of 
consumer participation in the quality assurance process. Stallard, Hudson & Davis (1992) 
stated that there is some evidence that consumer satisfaction is an important outcome 
measure. Moreover, Fitzpatrick (1991) pointed out that there is tentative evidence suggesting 
that satisfaction is related to improvement in health status. It can also provide positive 
feedback about good services, and identify and promote good practice. However, in spite of 
this growing interest in consumer evaluation and the many benefits, there is a paucity of 
research into how to obtain valid and reliable information from consumers, particularly in 
outpatient clinics such as primary care (Blakey, Sinclair & Taylor, 1994).
Several workers have raised concerns about validity and reliability of measurements (Lebow, 
1982; Fitzpatrick, 1991). One major problem is biased responses because of demand 
characteristics, such as acquiescence and social desirability bias. Those factors are likely to 
inflate satisfaction ratings of services (Lebow, 1982). It is beyond the scope of this study to 
discuss all concerns about the use and validity of consumer evaluation (for a review see 
Lebow, 1982). On balance, the general consensus seems to be that consumer evaluation has
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many important uses if great care is taken to ensure methodological and psychometric 
soundness and if the results are interpreted in light of the limitations of this type of 
evaluation (Foster & Mash, 1999; Lebow, 1982; Watson & Leathern, 1996).
The present study was designed to overcome some of the problems with consumer 
evaluation cited in the literature. The method of data collection was chosen to be as simple, 
inexpensive and time-efficient as possible. The idea was to provide an example of a 
consumer evaluation procedure that could continue to be used at the studied psychology 
clinics after the study. A comprehensive consumer evaluation had not been conducted at the 
clinics before. The method employed was mailing a specially developed questionnaire with 
both fixed-choice and open-ended questions. The questionnaire incorporated CSQ-8, which 
is a validated and frequently used client satisfaction questionnaire (Attkisson & Zwick, 1982 
cited in: Watson & Leathern, 1996).
Objectives
The objectives of this study were to: 1) provide consumer feedback to the involved services; 
2) provide a baseline for each service against which future consumer evaluations can be 
compared; 3) identify potential opportunities for improvement of service; 3) discuss the 
practical utility of this study’s approach to consumer evaluation for psychology services 
within primary care.
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METHOD 
Design
The study employed a cross-sectional survey design. The survey concerned consumer 
evaluation of two psychology services. A number of statistical considerations (Appendix 11) 
were heeded.
Settings
The psychology service at two NHS primary care practices in South London, Surgery-A and 
Surgery-B, were evaluated.
Participants
Selection
All clients who had seen the clinical psychologist at the respective service for at least one 
session in the period of December 1997 to March 1999 and who had been discharged from 
the service before the start of the study were invited to participate. Across the two surgeries, 
94 consumers were identified.
Sample characteristics
The characteristics of the sample are presented in Table 12. The mental health condition of 
each client was assessed by respective psychologist. As can be seen there were significant 
differences in the distributions of mental health conditions in the two samples. There were 
more people with depressive conditions in the Surgery-A sample and more people with 
anxiety-type conditions in the Surgery-B sample. A further illustration of those differences 
can be found in 
Figure 6 and Figure 7.
In Table 12 it can also been seen that there was a trend to suggesting a difference in the age 
distribution between the two samples. The Surgery-B sample had a more even distribution of 
clients concerning age, whereas 80% of the Surgery-A sample was between 20 and 40 years 
old.
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Table 12. Sample characteristics. The statistical tests performed (t-test and chi-square) investigated 
whether there were significant differences between the Surgery-A and Surgery-B samples.
Surgery-A GP Surgery-B GP Total Signif.
practice practice
N % N % N % P
Gender
Female 45 78% 27 75% 72 77
Male 13 22% 9 25% 22 23
Chi-square, %2 (1) = 0.08 0.773
Age
10-20 0 0% 3 8% 3 3% -
21-30 16 28% 5 14% 21 22% -
31-40 30 52% 13 36% 43 46% -
41-50 5 9% 6 17% 11 12% -
51-60 5 9% 5 14% 10 11% -
61-70 1 2% 2 6% 3 3% -
71-80 1 2% 1 3% 2 2% -
81-90 0 0% 1 3% 1 1% -
Mean 41.1 36.3 38.1
SD 15.0 10.7 12.7
T-test, t(57.35) = 1.69 0.097
Mental health (N=94)
Depr. conditionsa 29 50% 5 14% 34 36% 0.000
Anxi. conditionsb 18 31% 22 61% .40 43% 0.004
Other conditionsc 11 19% 11 31% 22 23% 0.197
a Depression/dysphoria (%2 (1) = 12.55)
b Panic attacks, agoraphobia, specific phobia, post-traumatic stress, generalised anxiety/stress, 
relationship problems, adjustment problems, obsessive-compulsive disorder (x2 (1).= 8.22)
0 Eating disorder, addictive behaviours, psychosis, behavioural problems, others (%2 (1) = 1.66)
Bold type-faced p-value indicates significance and italicised p-value indicates possible trend. 
Significance level is set to 0.01 due to the many comparisons. All tests of means were 2-tailed. 
Twenty categories of mental health conditions were recorded on the basis of informal and 
unstructured diagnosis. Because of the small sample, those categories were collapsed into depressive, 
anxiety and other conditions to enable statistical analysis.
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Distribution of primary mental health conditions 
I (N = 58)
Qhsr
Figure 6. All recorded mental health conditions of a frequency more than one in the Surgery-A 
sample. All in all 19 different conditions were recorded according to an adaptation of a classification 
used by the audit office at Pathfinder mental health trust.
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Figure 7. All recorded mental health conditions of a frequency more than one in the Surgery-B 
sample. Overall, 19 different conditions were recorded according to an adaptation of a classification 
used by the audit office at Pathfinder mental health trust.
M aterials
All demographic data were obtained from the GP patient database at the two surgeries. 
Satisfaction with Psychology Service Questionnaire (SPSQ-21 )
A 21-ITEM SATISFACTION WITH PSYCHOLOGY SERVICE 
QUESTIONNAIRE (SPSQ -21) WAS DEVELOPED FOR THE PURPOSE 
OF THE STUDY, FOR FURTHER DETAILS SEE APPENDICES
Appendix 1.
Procedure
The following steps were taken to increase the validity of the questionnaire:
1. Independent investigator. The key therapists, general practitioners or any other 
person employed at the services were only involved in the design phase of the study 
and did not have access to the raw data from the survey.
2. Anonymity. All data were collected anonymously. Demographic data were married 
with survey results with index numbers. All completed questionnaires, address lists 
and number lists used to marry the data were destroyed after the study.
3. Use ofpre-paid return envelopes.
4. Mailing addresses obtained from GP patient database. This information source is in 
general reliable as it is in the client’s interest to keep the surgery up-to-date with 
any changes in home address.
5. Second mailing with pre-paid envelope and another copy of the questionnaire.
The first two steps were emphasized in the cover letters. They were also reassured that non­
participation would not affect their future treatment or care at the surgery in anyway.
The letters were not followed up by phone calls as was suggested by Watson & Leathern 
(1996). Some of the clients’ general practitioners thought that it would be too intrusive an 
approach. None of the clients were seen or spoken to by the investigator or anyone else in 
relation to the study.
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First contact
All selected clients were sent:
• a cover letter (Appendix 2)
THE SPSQ-21 (APPENDICES
• Appendix 1)
• a pre-paid envelope
Second contact
About two weeks after the first contact, all the clients who had not returned the questionnaire 
were sent:
• a cover letter (Appendix 3)
THE SPSQ-21 (APPENDICES
• Appendix 1)
• a pre-paid envelope
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RESULTS 
R esponse rate
71% of the Surgery-A sample (N=41) and 67% of the Surgery-B sample (N=24) submitted 
fully completed questionnaires or completed with at most one missing value of the items 
making up the CSQ-8.
To investigate whether there were any differences between responders and non-responders 
the recorded patient characteristics were compared, see Table 13. It can be observed that 
only one variable reached significance. People who had waited longer to see the psychologist 
from having been referred were more likely to respond. There was also a trend suggesting 
that the more often a person has seen the psychologist the more likely they were to respond. 
For further discussion about respondents versus non-respondents see Appendix 8.
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Table 13. Sample characteristics of the total sample and the people who completed the survey. The 
statistical tests performed (t-test and chi-square) investigated whether there were significant 
differences between responders and non-responders.
Responders Non-responders Signif.
Mean/ Num SD/ % Mean/ Num SD/ % P
Gender N=94
Chi-square, %2 (1) = 0.087 M=16,F=50 M=6,F=22 0.768
Age N=94
t-test, t(92)=1.94 39.5 13.7 34.9 9.1 0.570
Reason for referral N=94
Depression/dysphoriaa n = 26 39% n = 8 29% 0.318
General anxiety/stress b n = 12 18% n = 9 32% 0.137
Other anxiety conditionsc n = 2 7% n = 5 7% 0.942
Personality disorders d n = 9 14% n = 1 4% 0.148
Social problemse n = 8 12% n = 3 11% 0.846
Other conditionsf n = 16 24% n = 4 14% 0.281
Number of sessions “ N=58
Mann-Whitney, z=-1.98 5.1 3.4 3.4 3.0 0.047
Evaluation delay p N=58
t-test, t(56)=-0.60 4.5 2.8 5.1 3.5 0.550
Waiting time T (days) N=36
t-test, t(34)=3.39 63 17 42 19 0.002
Medication history11 N=36
Chi-square, %2 (1) = 2.36 n = 9 36% n = 7 64% 0.124
a Depression (%2 (1) = 1.00)
b Generalised anxiety/stress, physical illness related stress, post-traumatic stress; (%2 (1) = 2.21) 
c Panic attacks, agoraphobia, specific phobia, obsessive-compulsive disorder; (%2 (1) = 0.01) 
d Personality disorders; (%2 (1) = 2.10) 
e Relationship problems, family problems; (%2 (1) = 0.04) 
f Eating disorder, addictive behaviours, psychosis, others; (%2 (1) = 1.93)
“ Surgeiy-A GP surgery only (data not collected at Surgery-B). Non-parametric test was used because 
was not normally distributed
p Surgery-A GP surgery only (data not collected at Surgery-B); Delay between end of therapy and 
start of study
Y Surgery-B GP surgery only (data not collected at Surgery-A); Waiting time between day of referral 
and start of therapy
n Surgery-B GP surgery only (data not collected at Surgery-A); Prescription of any psycho-active 
medication at the GP clinic in the period of one year before psychological intervention to the time of 
the study.
Bold type-faced p-value indicates significance and italicised p-value indicates possible trend. 
Significance level is set to 0.01 due to the many comparisons. All tests of means were 2-tailed. 
Nineteen categories of mental health conditions were recorded on the basis of informal and 
unstructured interviews. Because of the small sample those categories were collapsed into depressive, 
anxiety and other conditions to enable statistical analysis
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SPSQ-21
Distribution of positive responses item by item  
Surgery-A sam ple
As can be seen in Table 14, at least three quarter of clients were satisfied with all the aspects 
of the service, apart for one item (the length of treatment); 41% of those who responded to 
this item indicated that they thought the treatment ended too soon. 24% of the total sample 
indicated that the item was not applicable to their contact with the service.
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Table 14. Distribution of positive responses for the Surgery-A sample.
Item Mean SD Min Max Satisfied Max Sat.
Response options: 1 =No 2=Yes 1 2
Did you feel that what you told the 
psychologist remained private & 
confidential? (3)
2.00 0.00 1 2 100%
Did you stop attending without first 
discussing it with the psychologist? (14)
1.12 0.26 1 2 No: 88% -
If you have benefited from using our service 
has it lasted? (15)
1.93 0.26 - 93%
N/A=26%
Response options: 1= Too soon 2-A t the right time 2
I thought the treatment ended .. (16) 1.59 0.50 1 2 59%
N/A=24%
Response options:!—Rarely 2=Some o f the time 3-Most o f the time 3
Was the advice you were given realistic, i.e. 
could you use it everyday life? (11)
1 3 95% 55%
Response options:! — Very negative 2 ^ Negative 3= 
positive
Positive 4—Very 3 & 4 4
How would you rate the quality of 
psychology service? (4)
3.27 0.84 1 4 80% 49%
Did you get the help you wanted? (5) 3.30 0.56 2 4 92% 34%
To what extent has our Psychology service 
met your needs? (6)
3.00 0.84 1 4 76% 29%
Recommend service to a friend? (7) 3.55 0.64 1 4 98% 60%
How satisfied are you with amount of help 
you received? (8)
3.37 0.69 1 4 92% 44%
Has the service helped you deal more 
effectively with your problem(-s)? (9)
3.42 0.64 2 4 92% 50%
In an overall general sense, how satisfied are 3.37 
you with the service you received? (10)
0.73 1 4 90% 49%
How clearly did the psychologist explain 
things to you? (17)
3.21 0.70 2 4 84% 37%
How well did the psychologist understand 
your problems? (18)
3.10 0.84 1 4 75% 38%
If you were to seek help again, would you 
come back to our service? (19)
3.40 0.74 1 4 90% 52%
How many times did you see the 
psychologist? (20) “
6.45 5.23 1 23 - -
SD = Standard deviation; Satisfied = the proportion of responses indicating a favourable evaluation; 
Maximum satisfied = the proportion of responses indicating the most favourable evaluation; N=38-41 
depending on occasional missing values for an item, except for item 15 and 16 which had a non- 
applicable response option and therefore n=29 for both; Min and Max figures are minimum and 
maximum response given by anyone on that item among all participants.
“ = This data are based on client’s estimate and may not reflect the actual number of sessions.
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Surgery-B sam ple
In Appendix 5, it can be observed that at least 70% of clients were satisfied with all the 
aspects of the service, apart for one item. Only about half of the sample (54%) expressed the 
opinion that few or none of their needs had been met by the psychology service. A further 
investigation found that 80% of the unsatisfied clients saw the psychologist only once or 
twice.
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Table 15. Distribution of positive responses for the Surgery-B sample.
Item Mean SD Min Max Satisfied Max Sat.
Response options: l=No 2=Yes 1 2
Did you feel that what you told the 
psychologist remained private & 
confidential? (3)
2.00 0.00 1 2 100%
Did you stop attending without first 
discussing it with the psychologist? (14)
1.29 0.46 1 2 No: 71% -
If you have benefited from using our service, 
has it lasted? (15)
1.86 0,36 1 2 - 86%
N/A=39%
Response options: 1= Too soon 2=At the right time 2
I thought the treatment ended .. (16) 1.76 0.44 1 2 76%
N/A=29%
Response options: 1 =Rarely 2=Some o f the time 3=Most of the time 3
Was the advice you were given realistic, i.e. 
could you use it everyday life? (11)
2.36 .73 1 3 90% 38%
Response options:!-Very negative 2=Negative 3= Positive 4- 
positive
=Very 3& 4 4
How would you rate the quality of 
psychology service? (4)
3.00 0.88 1 4 88% 25%
Did you get the help you wanted? (5) 2.75 0.90 1 4 71% 17%
To what extent has our Psychology service 
met your needs? (6)
2.60 0.98 1 4 54% 17%
Recommend service to a friend? (7) 4.09 1.02 1 4 78% 64%
How satisfied are you with amount of help 
you received? (8)
2.75 1.03 1 4 75% 21%
Has the service helped you deal more 
effectively with your problem(-s)? (9)
3.00 0.66 2 4 79% 21%
In an overall general sense, how satisfied are 
you with the service you received? (10)
2.71 1.00 1 4 75% 17%
How clearly did the psychologist explain 
things to you? (17)
3.00 0.98 1 4 71% 38%
How well did the psychologist understand 
your problems? (18)
3.09 1.12 1 4 70% 52%
If you were to seek help again, would you 
come back to our service? (19)
3.40 1.04 1 4 84% 68%
How many times did you see the 
psychologist? (20) “
3.36 3.25 1 13 - -
SD = Standard deviation; Satisfied = the proportion of responses indicating a favourable evaluation; 
Maximum satisfied = the proportion of responses indicating the most favourable evaluation; N=38-41 
depending on occasional missing values for an item, except for item 15 and 16 which had a non- 
applicable response option and therefore n=29 for both; Min and Max figures are minimum and 
maximum response given by anyone on that item among all participants.
“ = This data are based on client’s estimate and may not reflect the actual number of sessions.
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Number of sessions: Comparison between sam ples
From Table 14 and Table 15, it can be seen that the Surgery-A psychologist saw their clients 
on average twice as many times as the Surgery-B psychologist. However, this is based on 
client’s estimate of number of sessions (see ‘Actual and estimated number of sessions’, 
p. 164).
CSQ-8
The total score of the CSQ-8 was 26.84 (SD=4.8) for the Surgery-A sample and 23.27 
(SD=6.6) for the Surgery-B sample. The average satisfaction score was 89% for the Surgery- 
A sample and 76% for the Surgery-B sample.
Interaction with other variables
Four sub-groupings of the sample were tested to see whether or not there are differences 
between those in terms of treatment satisfaction. As can be seen from Table 16, there was 
one significant difference that suggested that people who had seen the psychologist for 
merely one or two times were less satisfied than those who had had more sessions. There 
was also a trend suggesting that people with depression were less satisfied than people with 
no identified depression.
Table 16. Investigation of differences among groupings in the sample and the CSQ-8.
Groupings (N=64) Test result o f Mann-Whitney Significance (p)
Male versus Female z = 0.84 0.401
Depression versus no depression z = 1.93 0.053
Anxiety versus no anxiety z = 0.75 0.453
Seen 1 to 2 sessions versus seen > 2 sessions* z = 3.25 0.001
* The number of sessions were estimated by the client themselves. See ‘Actual and estimated number 
of sessions’, p. 164, for a discussion of the accuracy of those estimates.
Bold type-faced p-value indicates significance and italic ditto indicates possible trend; Significance 
level is set to 0.01 due to the many comparisons; All tests of means were 2-tailed.
Psychometric evaluation
The eight items of CSQ-8 of the combined Surgery-A and Sufgery-B sample (N=64) were 
entered in a factor analysis. It was found that one factor accounted for 75% of variance. 
Cronbach’s alpha, a measure of internal consistency, was 0.953. Based on these two 
analyses, CSQ-8 has very good internal reliability and construct validity with regards to uni­
dimensionality (Kline, 1993).
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Actual and estimated number of sessions
There was only a correlation of .563 between actual number of sessions and estimated 
number sessions by the clients in the Surgery-A sample. Actual number of sessions was not 
recorded in the Surgery-B sample. This very low correlation was largely attributable to five 
individuals (19%) who grossly misjudged the number of sessions they had attended.
Information before psychology appointment
From 39% to 60% of the Surgery-A sample, and 40% to 80% of the Surgery-B sample, were 
not given important information about the psychology service at the time of referral. 29% 
(Surgery-A) and 50% (Surgery-B) of the consumers wanted more information before first 
appointment. See Appendix 9 for further discussion.
Do not rem em ber response option
It is interesting to observe that a proportion of the sample did not remember whether they 
were given information or not. For example, 11% of the sample did not remember being told 
about what treatment they would receive.
Most helpful part(-s) of contact with psychology service
It was interesting to note that clients rated “given time and space to talk” as the most helpful 
and therapeutic techniques as the least helpful (for further information see Appendix 13).
Least helpful part(-s) of contact with psychology service 
Surgery-A
In Appendix 4 all responses to question 13 (SPSQ-21), i.e. what did you find least helpful, 
are reproduced. 37% of the sample took the opportunity to complete this section. In Table 17 
four major themes from the range of responses are listed. It can be observed that the most of 
them were related to practical arrangements at the service, such as waiting time, duration of 
sessions and problems of finding a convenient time to come for appointments.
Table 17. Major themes in the answers to question 13 in SPSQ-21, ‘what did you find least helpful?’ 
The frequency of the appearance of the theme is also given.
Them e Frequency
1. Waiting time, either between appointments or for the first appointment 3
2. Too short duration of sessions 3
3. Difficulty in finding a  time for appointment that fit in with both the client‘s and the 
psychologists schedule
3
4. Too few actual suggestions in therapy 2
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Surgery-B
In Appendix 5 all responses to question 13 (SPSQ-21), i.e. what did you find least helpful, 
are reproduced. 40% of the sample took the opportunity to complete this section. In Table 18 
two major themes from the range of responses are listed. It can be observed that most of the 
responses were related to practical arrangements at the service, such as waiting time and 
problems of finding a convenient time to come for appointments.
Table 18. Major themes in the answers to question 13 in SPSQ-21, ‘what did you find lest helpful?’ 
The frequency of the appearance of the theme is also given.
Them e Frequency
1. Waiting time, either between appointments or 2
for the first appointment
2. Difficulty in finding a  time for appointment that 2
fit in with both the client's and the
psychologists schedule
Premature ending of therapy
The results of this item are discussed in Appendix 12.
Comments
All comments made in the survey on item 21 are reproduced in Appendix 6 and Appendix 7. 
68% (Surgeiy-A) and 48% (Surgery-B) took the opportunity to make comments. In 
accordance with the result from the fixed-choice items, the majority of comments were 
positive 59% (Surgery-A) and 75% (Surgery-B), and only minority were openly negative 
15% (Surgery-A) and 17% (Surgery-B). In both samples, some of the negative comments 
came from dissatisfaction with unavailability of appointments outside normal working hours.
PsychD (Clinical Psychology) 165
Service Related Research Project
DISCUSSION
The response rates were around 70% for both samples. This is a high rate (Hoinville & 
Jowell, 1978), and much higher than most mailing-contact-only surveys (Lebow, 1983 cited 
in: Watson & Leathern, 1996). Together with the few found differences between respondents 
and non-respondents the results of this study may be considered to be fairly representative of 
the population of primary care mental health patients in inner-city London.
Both the fixed-choice items and open-ended items suggested that a majority of clients were 
satisfied with the psychology services at both locations. There were only two aspects of 
services with which less than 70% of clients were satisfied. In the Surgery-A sample 41% 
thought that treatment ended too soon and in the Surgeiy-B sample 48% indicated that few 
of their needs were met. Those figures should, however, be seen in the light of an overall 
high satisfaction. For example, over 80% of clients at both clinics said that they would come 
back to the service if they needed help again.
The scores on the Client Satisfaction Questionnaire-8 (CSQ-8) were slightly lower than in 
other studies (mean=26.8, SD=4.8, for Surgery-A; mean=23.3, SD=6.6, for Surgery-B; 
typical result from other studies mean=28.O, SD=4). However, it is difficult to compare 
CSQ-8 scores from different services because it is dependent on possibly different patient 
characteristics, method variance such as timing of assessment and response rate (Lebow, 
1982). Some studies have found that one major reason for non-response is dissatisfaction 
with the service (Lebow, 1982; Stallard, 1995), and thus it is possible that the better the 
response rate, the lower the satisfaction rating. The CSQ-8 showed good psychometric 
properties in accordance with the results from other studies (Watson & Leathern, 1996).
The limitation of self-report was demonstrated by the unreliable estimate of the number of 
sessions of therapy by the consumers. Further research is needed to see if these findings can 
be replicated. See Appendix 10 for further discussion.
Identification  o f potential opportunities for im provem ent o f  
serv ice
It was observed that women and people aged between 21 and 40 were over-represented in 
both samples compared with the general population. None of the more common mental 
health conditions in the general population has a ratio larger than one man to two women 
(Kendall & Hammen, 1995). However, in both samples the ratio was one man to three
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women. Also, 80% of the Surgery-A and 50% of the Surgery-B sample were aged between 
21 and 40, representing a major peak in a distribution. For the majority of common 
psychological problems, such as anxiety and depression, the distribution is largely flat across 
the ages (Garland, 1992; Kendall & Hammen, 1995). Further investigation may cast light 
onto the reasons for those over-representations.
It was shown that the information provided by referrers about the psychology service at the 
time of referral was not very comprehensive and appeared to vary between individuals. For 
each of the measured five items, such as ‘what to expect from the service’ and ‘maximum 
and likely number of sessions’, 40% to 80% of clients did not receive that information. 29% 
of the Surgery-A and 50% of the Surgery-B sample wished they had been given more 
information.
Both services received a lot of praise. However, there were also some critical comments. The 
major complaint was the unavailability of appointments outside working hours.
Lim itations o f study
One limitation is that part new measurement and evaluation method were employed. The 
psychometric properties of half of the items are unknown. Many other limitations follow 
from the inherent problems with satisfaction questionnaires, e.g. demand characteristics 
(Lebow, 1982). In addition, the overall majority of published studies show very high 
satisfaction scores (Fitzpatrick, 1991) and it may be that these methods of measuring 
satisfaction have low sensitivity that may not detect negative and positive movements in 
quality of service or differentiate between less good and good services.
The utility o f SPSQ-21 in consum er evaluation
The question arises to what extent item or averaged satisfaction scores are useful to services. 
As discussed above it is very difficult to compare result from other services even if the same 
measurements and methodology are used because of patient characteristics, response rate 
and other variables. Moreover, what does it mean to have 75% satisfied consumers instead of 
70%, what would a service do to change it, and would the efforts be cost-effective? In light 
of this study and a review of other studies, it appears that qualitative data from open-ended 
questions provided the most useful type of information. However, if big differences in 
satisfaction scores are evident between services, or against baseline, it may be a signal that 
some changes are needed. In that capacity, the SPSQ-21 could be part of an ongoing audit of 
quality of service. Ongoing evaluation is an integral part of the fairly new promotion of
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evidence-based practice by professional organisations and Department of Health (Roth & 
Fonagy, 1998). However, what constitutes big differences in scores is a question for future 
research.
P resentation  o f th e  resu lts o f th e  study
The Surgery-B surgery turned down the offer of a presentation due to the tragic death of the 
doctor who specialised in mental health at the surgery. The outcome of the study was 
presented to staff at the Surgery-A surgery on 7th November 2000 (Appendix 14). The results 
gave rise to a number of recommendations that was also discussed (Appendix 15). The 
presentation was well received.
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APPENDICES
Appendix 1. Satisfaction with Psychology Service Questionnaire (SPSQ-21) developed by the author.
The idea behind the development of Satisfaction with Psychology Service Questionnaire 
(SPSQ-21) was to elicit the most important information that was of interest to the service and 
to the participating psychologists. The items were selected in discussion with one of the two 
key psychologists and two general practitioners.
The SPSQ-21 includes an 8-item standardised measure called the Client Satisfaction 
Questionnaire CSQ-8 (Attkisson & Zwick, 1982: cited in Watson & Leathern, 1996). This 
measure is a reliable and valid measurement of client satisfaction (Watson & Leathern, 
1996). In addition, some items from the 31-item Client Satisfaction Questionnaire (CSQ-31; 
Larsen, Attkisson, Hargreaves & Nguyen, 1979) were also included. Finally, four open- 
ended questions were used to avoid masking critical comments, which is bias that has been 
shown to be evident in questionnaires that only use fixed-choice items (Stallard, Hudson & 
Davis (1992).
Some of the wording of the items were simplified and otherwise reworded for the purpose of 
this study in accordance with suggestions in the literature (e.g. Lebow, 1982). To make the 
questionnaire appealing and easy to use it was decided that all questions had to fit into a 
double-sided sheet of paper with pleasant and clear layout.
The following list indicates the origin of each item:
1. The author 12. The author
2. The author 13. The author
3. CSQ-31 14. The author
4. CSQ-8 15. CSQ-31
5. CSQ-8 16. CSQ-31
6. CSQ-8 17. CSQ-31
7. CSQ-8 18. CSQ-31
8. CSQ-8 19. CSQ-8
9. CSQ-8 20. The author
10. CSQ-8 21. The author
11. A satisfaction questionnaire used at 
Springfield Hospital, London, of 
unknown origin
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Satisfaction With Psychology Service Questionnaire
Please note there will be no record of the information you provide in your name.
1. Were you given any of the following information by your GP before seeing a psychologist?
Yes No I  don’t remember
What to expect from the first appointment □ □ □
What a clinical psychologist does □ □ □
How many sessions you might be seen □ □ □
How long each appointment would last □ □ □
About what treatment you would receive □ □ □
2. Would you have liked to receive more information about the service before the first 
appointment?
□  Yes □  No
3. Did you feel that what you told the psychologist remained private and confidential?
□  Yes □  No
4. How would you rate the quality of the Psychology service you received?
□ Excellent □  Good □  Fair □  Poor
5. Did you get the kind of help you wanted?
________ □ No, definitely not_____□  No, not really □  Yes, generally □  Yes, definitely
6. To what extent has our Psychology service met your needs?
□  Almost all of my needs have been met
□  Most of my needs have been met
□  Only a few of my needs have been met
□  None of my needs have been met
7. If a friend were in need of similar help, would you recommend our Psychology service to 
him/her?
□  No, definitely not □  No, not really □  Yes, generally □  Yes, definitely
8. How satisfied are you with the amount of help you received?
□  Very satisfied □  Mostly satisfied 
□  Indifferent, or mildly dissatisfied^ Quite dissatisfied
9. Has the service you received helped you deal more effectively with you problem(-s)?
□  No, it seemed to make things worse
□  No, it really did not help
□  Yes, it helped some
_______________________________________________________ □  Yes, it helped a great deal
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10. In an overall, general sense, how satisfied are you with the service you received?
□  Very satisfied □  Mostly satisfied 
□  Indifferent, or mildly dissatisfiedQ Quite dissatisfied
Please turn the page.
11. Was the advice you were given realistic, i.e. could you use it in everyday life?
□  Rarely □  Some of time □  Most of time
12. What did you find the most helpful part/parts of your contact with the Psychology service?
Please tick all that are appropriate:
Given time and space to talk and to be listened to □
Personal attention □
Talking □
Techniques □
Understanding a
Other:
13. What did you find least helpful?
14. Did you stop attending without first discussing it with the psychologist?
□  Yes □  No
I f  ‘Yes please tell your reasons?___________________________________
15. If you have benefited from using our service, has it lasted?
□  Yes O No D Not applicable
16. Did you think that the treatment ended:
□  At the right time □  Too soon □  Not applicable
17. How clearly did the psychologist explain things to you?
□  Not clearly Q Fairly clearly □  Clearly □  Very clearly
18. How well did the psychologist understand your problems?
___________ □  Very well □  Well________□  Fairly_______□  Poorly
19. If you were to seek help again, would you come back to our service?
□  No, definitely not □  No, not really D Yes, generally □  Yes, definitely
20. Approximately how many times did you see a psychologist at the surgery?
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Appendix 2. First cover letter sent out to the selected sample
name of GP 1 Surgery-A
name of GP 2 [Address]
name of GP 3
name of GP 4
name of GP 5
[Name address of client] 
[Date]
D ear [name of client]
We u n d e rs ta n d  th a t  you saw  a psycholog ist in o u r p rac tice  on /  / __ . In o rd e r  to  im prove  o u r
serv ice  we a re  ve ry  in te re s te d  in hearing  a b o u t y o u r v iew s a b o u t th e  se rv ice  you rece ived .
I t will only d em an d  about 10 minutes of y o u r tim e  to  co m p le te  th e  en clo sed  q u e s tio n n a ire . We 
h av e  a lso  en clo sed  a p re -p a id  en v elo p e  to  m ake  it e a sy  fo r you to  re tu rn  th e  co m p le ted  
q u estio n n a ire .
Why you?
We h av e  s e n t  th e  sa m e  q u estio n n a ire  to  all c lien ts w ho h av e  se e n  a clinical p sycholog ist a t  th e  
su rg e ry  in D ecem b er 1997 to  March 1999.
Confidentiality and anonymity
We a ssu re  you th a t  th e re  will be no record  of y o u r fe ed b a ck  in y o u r n am e. F u rth e rm o re , n one  o f th e  
d o c to rs  o r psycho log ists involved with y o u r care  will read  o r know a b o u t y o u r p e rsonal feed b ack . The 
inform ation  will be reco rd ed  an onym ously  and  th e n  th e  q u e s tio n n a ire s  will be  d e s tro y ed .
Voluntary
W e hope  you will co m p le te  th e  q u e s tio n n a ire , b u t y o u r participa tion  is vo lu n ta ry . If you ch o o se  n o t to  
re tu rn  th e  q u e s tio n n a ire , w e a ssu re  you th a t  th is  will n o t a ffec t y o u r t r e a tm e n t  o r c a re  in an y w ay  a t 
th e  su rg e ry .
P lease  re tu rn  th e  co m p le ted  q u estio n n a ire  befo re  [two and half week from the date of the letter]. T h an k  you 
in an tic ipa tion .
pp [n am e] pp [n am e  of key  th e ra p is t]  Clash CEB Ryden
Practice m a n a g e r  Clinical P sychologist Clinical P sychologist
in train ing
Enc. Q uestio n n aire , p re -p a id  envelope
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Appendix 3. Second cover letter sent out to the selected sample
name of GP 1 
name of GP 2 
name of GP 3 
name of GP 4 
name of GP 5
Surgery-A
[Address]
[Name address of client]
[Date]
D ear [name of client]
A couple of w eek s ag o  w e s e n t  you a le tte r . In th a t  le t te r  we invited you to  tell u s w h a t you th o u g h t 
ab o u t th e  psychology  se rv ice  you h av e  rece ived  a t  th e  su rg e ry . Half of o u r fo rm er c lien ts co m p le ted  
th e  sh o rt q u e stio n n a ire , b u t we hope  w e could h e a r  from  ev ery o n e . We believe y o u r opinion is 
im p o rtan t. P lease  a c c e p t o u r apo log ies if you h ave  a lre ad y  rep lied , you can  th e n  ignore  th is  le tte r.
I t will only d e m a n d  about 10 minutes of y o u r tim e to  co m p le te  it. We h av e  a lso  en c lo sed  a p re -p a id  
en v elo p e  to  m ak e  it e a sy  fo r you to  re tu rn  th e  co m p le ted  q u estio n n a ire .
Why you?
We have  s e n t  th e  sa m e  q u e s tio n n a ire  to  all c lien ts w ho h av e  se e n  a clinical p sycholog ist a t  le a s t once 
a t  th e  su rg e ry  in D ecem b er 1997 to  March 1999. We u n d e rs tan d  th a t  you saw  a psycholog ist in o u r
practice  on /  / __ . Irresp ec tiv e  o f how m any  tim e s  you saw  th e  psycholog ist, o nce  o r sev e ra l
tim e s , we a re  in te re s te d  in hearing  from  you.
Confidentiality and anonymity
We a ssu re  you th a t  th e re  will be  no record  o f y o u r fe ed b a ck  in y o u r nam e. F u rth e rm o re , none  of th e  
d o c to rs o r psycho log ists involved with y o u r ca re  will read  o r know a b o u t y o u r p e rso n al feed b ack . The 
inform ation  will be reco rd ed  an o n y m o u sly  an d  th en  th e  q u estio n n a ires  will be  d e s tro y ed .
Voluntary
We hope you will co m p le te  th e  q u estio n n a ire , bu t y o u r participation  is vo lu n ta ry . If you ch o o se  n o t to  
re tu rn  th e  q u e s tio n n a ire , we a s su re  you th a t  th is  will no t a ffec t y o u r t r e a tm e n t  o r c a re  in an y w ay  a t 
th e  su rg ery .
P lease  re tu rn  th e  co m p le ted  q u e s tio n n a ire  b efo re  [tw o and  half w eek  from  th e  d a te  o f th e  le tte r] . 
T hank  you in an tic ipa tion .
pp [n am e] pp [n a m e  of key th e ra p is t]  Clash CEB Ryden
Practice m a n a g e r  Clinical Psychologist Clinical Psychologist
in train ing
Enc. Q u estio n n aire , p re -p a id  en v elo p e
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Appendix 4. Question 13 (spsq-21): what did you find least helpful in your contact with the
psychology service (Surgery-A sample, N=41)
What did you find least helpful?
1. Having to wait a while between appointments.
2. When I was very desperate I had to wait a long time for a first appointment
3. A time limited duration of the sessions, limited to approx 15 sessions of 1 -hour duration.
4. The length of the sessions [were] not long enough.
5. The psychologist’s manner was sometimes a little austere.
6. The only thing I found least helpful was the times of the appointments. When I hit a crisis point I 
was unable to get a slot out of working hours which caused me some stress. However, on a more 
positive note the secretary and psychologist were very helpful and understanding in arranging an 
appointment
7. The person too young giving advice.
8. I felt the sessions were too short Each time, it took a while to adjust to talking about ‘my life’, and 
just as we were getting somewhere the session would be over.
9. Need to go through psychologist p.a. to contact psychologist rather than using general reception 
staff.
10. She said I did not really need any help as I was functioning well - this was both a help and a 
hindrance; but this might just be me. I really probably wanted a magic word - which I know is 
impossible.
11. No sign of understanding. No useful advice. Felt like I may as well have been talking to my cat 
since there was no input from her. Long silences, too much time listening, almost. She gave the 
impression that she did not know what to say. Nothing was explained.
12. The hours and days available; long breaks between sessions.
13. Maybe more actual suggestions could be given at the end of each session, e.g. promoting 
assertiveness.
14. Time. It is difficult to combine work and day regular appointments.
15. Techniques.________________________________________________________
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Appendix 5. Question 13 (spsq-21): what did you find least helpful in your contact with the
psychology service (Surgery-B sample, N=25)
What did you find least helpful?
1. The psychologist was very off hand with me, which did not give me any confidence to return, she 
just did not seen interested.
2. Time span between appointments. I would have preferred to be seen weekly as this would have 
helped with my own consistency.
3. ‘Nothing - it was all very good’
4. ‘Did not particularly like discussing my problem with the student initially’.
5. ‘Could not tell me what my problem was.’
6. ‘I did not say what was on my mind.’
7. waiting time
8. ‘She only saw me 1.5 times and told me to see someone else I had to pay for.’
9. ‘Problems with setting up appointment - cancellation, service unaware of my second appointment - 
got there eventually.’
10. Not being able to see the psychologist after working hours.___________________________
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Appendix 6. Question 21 (SPSQ-21): Other comments about our psychology service (Surgery-A 
sample, N=41)
Surgery-A
All responses to question 21 in the SPSQ-21 are shown in Table 20. 68% of all respondents
took the opportunity to give further comments. In Table 19 some major themes are presented
with their frequency of occurrence. In accordance with the result from the fixed-choice
questions there was a majority of positive comments about the service (59%) and only a
small proportion of negative comments (15%). Similar to comments made on two the other
open-ended questions concerns about the availability of convenient appointments and the
delay before the first appointment were raised. There were also some suggestions about how
the service could be improved.
Table 19. Major themes in the answers to question 21 in SPSQ-21, ‘other comments about our
psychology service’. The frequency of the appearance of the theme is also given.
Theme Frequency Proportion (N=27)
Positive comments. 16 59%
For example: praise, gratitude, appreciation of help,
understanding, sympathy, and to hear that they could return if
needed.
Negative comments. 4 15%
For example: the psychologist not experienced enough,
difficulty in finding a suitable time for appointment (one person
suggested the service should be open on Saturdays and early
and late in the day).
Suggestions. 3 11%
More techniques, relapse prevention, how to cope and
answers as to why.
About study. 2 7%
Did not need more information from referrer because they
were already knowledgeable about the issues.
Others. 4 15%
E.g. too early to say if benefits lasted.
Note: The sum of comments exceed number o f clients making comments as some o f their answers
fitted into more than one category.
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Table 20. Reproduction of all comments made on item 21 on the SPSQ-21 (Surgery-A sample).
Other comments about our psychology service. (Surgery-A)
1. Avery valuable service.
2. Overall, I was very pleased with the service I was given, but feel I might [have] benefited more with 
certain techniques to keep certain anxieties under control.
3. It was good to [see] someone around the same age group, i.e. not someone a lot older who I do 
not feel would have understood my problems which are mainly related to today’s lifestyle, stresses 
etc.
4. Did not think she could complete the questionnaire after only one session.
5. Very grateful for being able to see The psychologist.
6. I felt it was a great shame that I was referred to a very good psychologist who, however, was on a 
limited time scale with the surgery. I have found it difficult to return as I had built such a good 
rapport and I am uncertain as to whether I would find such a rapport with another person.
7. Thank you.
8. Did not need more information from the GP at the time of referral about the psychology service 
because the person had seen a psychologist before.
9. Very approachable/accessible and not at all threatening which could be the case when discussing 
personal issues. Thanks.
10. It was explained to me that I could return if needed which give me some security which I needed to 
hear.
11.1 feel very positive towards the help I received at your surgery and am delighted to have the 
opportunity to express this. I have been seen by The psychologist George who in my opinion is a 
highly skilled and experienced psychologist. ‘I cannot thank her enough..’
12. Very useful, very helpful, thank you a lot.
13. The psychologist was brilliant, she put everything into perspective for me and made me realise that 
I did not come from planet ZOG. Thank you so much The psychologist for all your help and 
understanding.
14.1 found it frustrating at times. I think I wanted to be given more analysis as to why I reacted to 
situation in certain ways and more advice as to how to resolve similar (situations?) in the future.
15. Too early to say of the benefits has lasted or not
16. Did not need to be given information from GP because they already was aware of what clinical 
psychologists do.
17. Hope to attend to resume my treatment at a more suitable time in my life.
18. Employ someone who is more experienced. It is unfortunate that the feedback is so negative but I 
was deeply disappointed that I did not gain any benefit from seeing her. Luckily I am now ‘back on 
track’ but other people may not be in such a good position. I feel it is important to have a 
psychology service but only if the psychologist is doing a good job.
19.1 think this could be a very helpful service if it was more full time. The psychologist I saw was helpful 
but did not work regularly enough.
20. Many thanks to my referrer for all her time and suggestions and [for] suggesting the psychologist.
21. In my opinion it would be beneficial for some patients to be able to make more appointments 
(perhaps subject to GP’s assessment). Generally it would be ideal to know that there is some help 
available when you need it most
22.1 feel it helped me a great deal, in past and present issues. I was treated with sympathy and 
understanding.
23. Very good but I am the sort of person that probably requires crisis intervention at some stages in 
my life, i.e. may need to go back.
24. A therapy is to be least medium term 6 months, and the times allocated made it difficult to pursue 
such commitments. Saturday sessions, end of the day or early mornings should REALLY be 
available.
25.1 feel The psychologist is a great asset to the surgery. She allowed my feelings about what had
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Other comments about our psychology service. (Surgery VX) 
happened at work to be acknowledged, and now I feel able to move on. She also left an ‘open 
door’ so I feel able to return if need be. She empowered me and helped me understand my 
strengths as well as areas I need to develop. A big thank you for running this superb service.
26. Though I found the sessions very useful in gaining an understanding of my problems, I did not feel I 
had learned enough concrete techniques to prevent my illness from occurring again, or being able 
to cope with it if it did.
27. Had only one session with the psychologist, therefore unable to make any correct comment.
28. The psychologist was very helpful and understanding._________________ ____ _______
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Appendix 7. Question 21 (SPSQ-21): Other comments about our psychology service (Surgery-B 
sample, N=25)
Surgery-B
All responses to question 21 in the SPSQ-21 are shown in Table 22. 48% of all respondents 
took the opportunity to give further comments. In Table 21 some major themes are presented 
with their frequency of occurrence. In accordance with the result from the fixed-choice 
questions there was a majority of positive comments about the service (75%) and only a 
small proportion of negative comments (17%). Like in the Surgery-A sample there was one 
person having concerns about that non-availability of appointments outside normal working 
hours.
Table 21. Major themes in the answers to question 21 in SPSQ-21, ‘other comments about our 
psychology service’. The frequency of the appearance of the theme is also given.
Theme Frequency Proportion (N=12)
Positive comments. 9 75%
For example: praise, gratitude, helped to change my life, 
happy for having been referred to another good service, 
appreciation of help to overcome problems, understanding, 
sympathy, and to hear that they could return if needed.
Negative comments. 2 17%
For example: Walls seemed thin and made me very conscious 
of what 1 was saying at times, no availability of appointments 
out of normal working hours
Suggestions. 1 8%
For example, more techniques.
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Table 22. Reproduction of all comments made on item 21 on the SPSQ-21 (Surgeiy-B sample).
Other comments about our psychology service. (Surgery-B
1. Seen the psychologist once at the surgery. All other appointments were made at my home, it was 
very relaxed time. I felt much at ease, because I felt like I was talking to an old friend.
2. I feel the psychologist may have been having a bad day when I seen her, but I did not feel I wanted 
to come back to someone who could be so off hand with someone who needed help.
3. The walls between offices seemed thin. This made me very conscious of what I was saying at 
times. I felt that this hindered the sessions somewhat
4. He would like to know more about relaxation techniques and how to apply them, but recognise that 
that may not be a ‘psychologist’s job’.
5. The psychologist was very helpful in helping me to overcome my eating disorders and to stop my 
panic attacks. It has been a decision that has truly helped me to change my life and I am very 
grateful - please extend my thanks and appreciation.
6. I felt guilty about not continuing, as if I let myself and the psychologist down. A very good service. 
Learnt to remove myself emotionally from certain situations; but I cannot control my weight I 
appreciated the location of the service, in familiar GP surrounding, and not be forced to go to a 
hospital.
7. Referred to a councillor who was very helpful.
8. Valued the referral to other service; they did the work.
9. It is helpful to know that I can see a psychologist again without going back this referral system.
10. The service from the psychologist was excellent but the GP did not give enough information prior 
to the visit.
11. Very helpful to my problems.’
12.1 visited the surgery at the end of October last year and had a consultation with my GP who. I may 
say, was extremely sympathetic and understanding. She suggested I made an appointment with 
the psychologist. After the consultation with my GP, I must say I felt 50% better, just to have 
someone listen to me (my problems have been going on for [many years] - and up to this time I 
have been generally disregarded). I met with the psychologist and I came away feeling so much 
better - after just one consultation I was really excited that I may be getting myself together at last 
The only thing that put a damper on the whole thing was the psychologist telling me that she could 
not see me again as she only works up to 4pm. Obviously, as I work full time this was no good to 
me. If it is any help to you, the psychologist was extremely patient and helpful and I would welcome 
the chance to be able to have further consultations with her or her assistant but this does have to 
be after working hours, I have to pay the bills! I hope I have been of some help and trust that, if you 
decide to have the psychology service at a more reasonable time for working people, you will met 
me know.
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Appendix 8. Comments about respondents versus non-respondents
The information available for this investigation was limited to what was information 
recorded by the key therapists and easy available information from the surgeries’ patient 
database. It should be noted that because of the small sample the power is low. Hence, there 
had to be a large difference for it to be significant.
Possible reasons for non-responding
The postal addresses were taken from the GP patient database. It is in the patient’s interest to 
keep their address up-to-date and it is therefore unlikely that non-response was due to wrong 
mailing address. However, one letter was returned because of the person moved.
One of the key therapists said that some of her clients had problems with literacy. It is 
possible that some of the questionnaires were not returned because the client could not read 
the questionnaire.
It is possible that people who had seen the psychologist fewer times felt they were less 
qualified to answer the questions. One person contacted the surgery saying that she felt 
unable to complete the questionnaire because she only seen the psychologist once. Further 
evidence come from the trend in Table 13 suggesting that people who had more sessions 
with the psychologists were more likely to respond.
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Appendix 9. Discussion of provision of information about psychology service at the time of referral
Surgery-A
As can be seen from Table 23, from 39% to 60% of the sample was not given important 
information about the service to which they were referred. However, on average, three of the 
five items (SD=1.34) were indicated as having been provided at each time of referral, and 
only one person was given no information at all. Thus, the result suggests that referrers are 
giving more than half of the information recorded in the study, but the type of information 
given is different from client to client. However, it is interesting to note that only 29% of the 
sample wanted to have received more information before the first appointment with the 
psychologist.
Table 23. Presentation of the extent clients was told by their referrers about different aspects of the 
psychology service (Surgeiy-A sample).
Items from question 1 in SPSQ-21 N No, I was not given Do not
______________________________________________ this information remember
What to expect from the first appointment 34 47% 15%
What a clinical psychologist does. 35 60% 8%
How many sessions you might be seen. 29 . 41% 24%
How long each appointment would last 33 39% 13%
About what treatment you would receive.______________ 33____________ 58%_______11%
N = number of valid responses to this item.
Surgery-B
As can be seen from Table 24, 40% to 80% of the sample was not given important 
information about the service to which they were referred. However, on average 2.4 items of 
five (SD=1.64) were indicated as having been provided at each time of referral, and only two 
persons were given no information at all. Thus, the result suggests that referrers are giving 
about half of the information recorded in the study, but the type of information given is 
different from client to client. About half the clients indicated that they wanted to be given 
more information before their first appointment with the psychologist.
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Table 24. Presentation of the extent clients was told by their referrers about different aspects of the 
psychology service (Surgery-B sample). The question whether they wanted more information is also 
summarized.
Items from question 1 in SPSQ-21 N No, I was not given 
this information
Do not 
remember
What to expect from the first appointment 20 40% 5%
What a clinical psychologist does. 18 44% 5%
How many sessions you might be seen. 15 80% 17%
How long each appointment would last 15 73% 12%
About what treatment you would receive. 17 76% 11%
N = number of valid responses to this item.
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Appendix 10. Evaluation of methodological manipulation of the survey questionnaire
Do not rem em ber & Not applicable
5% to 24% of consumers could not answer particular items because they could not remember 
what the referrer had told them about the psychology service. 24% to 39% of consumers 
responded with ‘not applicable’ on two items (see question 1,15 and 16 in Appendix 1). To 
the author’s knowledge, no other studies have included those response options. It follows 
that without those options of ‘Do not remember’ and ‘Not applicable’ many items will be 
ticked at random or left blank and hence have no validity.
Client's estim ate of num ber of sessions versus actual number
Clients’ estimate of and actual number of sessions correlated only to .56 (<60). This means
that in this study clients’ estimate of number of sessions were unreliable.
Conclusion
These three findings may have implication for the design of questionnaires and the timing of 
them. They need to be replicated to see if the effects are reliable.
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Appendix 11. Statistical considerations
Capitalisation on chance
Because several inferential statistics were calculated a lower significance level than the usual 
.05 was used. It was set to 0.01, i.e. significance would be excepted only once in a hundred 
tests with samples drawn from a random population.
Correlations
All correlation calculations were checked with scatter-diagrams to investigate if a linear 
relationship could be assumed.
Param etric assum ptions
Level o f data
Howell (1992) argued that the level of data was not important when considering what test to 
use. However, non-parametric test were mostly used because most of the data were judged to 
be ordinal.
Normality
Many of variables testing for differences in means did not show normality and therefore 
Mann-Whitney tests were utilized instead of t-tests.
Homogeneity o f variance
When needed homogeneity of variance was checked to ensure that all parametric 
assumptions were fulfilled if parametric tests were used.
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Appendix 12. Premature ending of therapy without talking to psychologist first
Surgery-A
Four out of the fifteen people (27%) who ended therapy prematurely and without speaking to 
the psychologist first took the opportunity to disclose their reasons, see Table 25. The very 
poor response rate to this item makes it impossible to generalise the results. However, the 
majority of the reasons given do not appear to be directly related any dissatisfaction with the 
service.
Table 25. All responses to part of question 14 in the SPSQ-21 inviting the client to give the reason 
why they terminated treatment prematurely without talking to the psychologist first (Surgery-A 
sample).
Terminated intervention prematurely. Why?
• I am not sure - but while I was seeing the psychologist, I felt stronger and I trusted her advice.
• It was agreed I would go to a clinic to follow sessions of behavioural assessment
• Work would not allow for the time slots available.
• Sorted out things myself._________________________________________________
Surgery-B
Five out of the ten people (50%) who ended therapy prematurely and without speaking to the 
psychologist first took the opportunity to disclose their reasons, see Table 25. The rather 
poor response rate makes it difficult to generalise the result. The majority o f responses 
suggest that the reason not to come again was not directly related to any dissatisfaction with 
the service.
Table 26. All responses to part of question 14 in the SPSQ-21 inviting the client to give the reason 
why they terminated treatment prematurely without talking to the psychologist first (Surgery-A 
sample).
Terminated intervention prematurely. Why?
• Time span between appointments. Started working in London, unable to make pm appointments.
• I missed one appointment because of a holiday and felt that she could do it alone. I think that I 
made a mistake and I should have continued.
• The psychologist was very off hand with me, which did not give me any confidence to return, she 
just did not seem interested.
• I had lost a close relation very suddenly, needed someone to talk to. The psychologist helped me 
by listening to me and I did not see any reason to attend anymore.
• I am now living in my house trapped between two Black families and am too scared to come out
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Appendix 13. Most helpful part(-)s of treatment
It can be seen from both samples, Table 27 and Table 28, given time and space was rated 
most often as a very helpful part of therapy. Techniques, i.e. particular therapeutic strategies, 
were indicated least often of them all. It is possible that the teaching of techniques did not 
form part of all contacts with the psychologist, and therefore may have been predicted to be 
scored less often than the others.
Table 27. Presentation of the extent clients found five given aspects of the psychology service most 
helpful (Surgery-A sample).
_Sub-items of question 12 inSPSQ-21______________________________ . Yes, I found this item most helpful______
Given time and space to talk and be listened to 
Personal attention 
Talking 
Techniques
Understanding________________________
93%
46%
56%
42%
63%
Table 28. Presentation of the extent clients found five given aspects of the psychology service most 
helpful (Surgery-B sample).
SuWtems of question 12 in SPSQ-21 Yes, I found this item most helpful
Given time and space to talk and be listened to 72%
Personal attention 48%
Talking 48%
Techniques 24%
Understanding 53%
Surgery-A
In Table 29 the qualitative answers to question 12 (SPSQ-21) regarding aspects of contact 
with psychology service they found most helpful. Several new aspects emerged from this 
data: 1) genuine care by the psychologist; 2) help to understand things; 3) given chance to 
off-load problems; 4) the psychologist’s knowledge; 5) given helpful feedback.
Table 29. All responses to part of question 12 in the SPSQ-21 inviting the client to elicit any other 
item they found most helpful in their contact with the psychology service (Surgery-A sample).
___________ What did you find mosf helpful? (In addition to those in Table 27)
• A genuine feeling that the psychologist caned.
• Most helpful to be shown how to ‘understand’ things.
• [Chance of] off-loading problems.. was very helpful
• Knowledge and extremely tactful and gentle approach.
• The psychologist’s great understanding and helpful feedback.__________ .
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Surgery-B
In Table 30 the qualitative answers to question 12 (SPSQ-21) regarding aspects of contact 
with psychology service they found most helpful. Several new aspects emerged from this 
data: 1) helped to develop own techniques; 2) given useful reading material; 3) the 
psychologist being non-discriminatory; 4) practical advice.
Table 30. All responses to part of question 12 in the SPSQ-21 inviting the client to elicit any other 
item they found most helpful in their contact with the psychology service (Surgery-A sample).
____________What did you find most helpful? (In addition to those in Table 28)___________
• ‘Being helped to develop my own techniques to overcome my problems.’_________________
• Recommended some very useful reading material. I think my general health has improved 
because of this helpful advice.______________________________________________
• Non-discriminatory_____________________________________________________
• I acquired more insight, and practical advice.____________________________________
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Appendix 14. Evidence that the findings of the project have been fed back to the service
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Appendix 15. Handout to Surgery-A primary care service on 11th October 2000
Recommendations from Consumer Evaluation study
1. It is recommended that, at a minimum, CSQ-8 is used as a measure of consumer 
satisfaction of psychology services. In addition, the additional questions used in my study 
could be used again, or could be wholly or partly exchanged in favour of other questions 
important to your service. Moreover, qualitative responses are valuable in addition to fixed- 
choice ones.
2. The following model for ongoing-evaluation is proposed. The evaluation is divided up in two 
stages in order to tap information as close as possible to the time of the event to maximise 
validity and accuracy of recall.
i. A  smaller questionnaire is given after two sessions of contact with the 
psychologist. It may be useful to ask questions about satisfaction and feedback 
about the referral process, waiting time, expectations of treatment and clinical 
needs.
ii. On the questionnaires described in the current study (SPSQ-21 or CSQ-8) is sent 
to the client one month after treatment.
3. It is important to emphasise to the consumers that the gathered information will remain 
anonymous and confidential so as to get valid responses and a good response rate.
4. In addition, it may be useful to collect other data in relation to the psychology service: e.g. 
premature termination, route of referral, reason for drop-out, number of sessions, number 
of DNAs, type of intervention, outcome, prognosis etc. These data can provide important 
information for ongoing audit of the service.
5. It is recommended that a leaflet with comprehensive information about the surgery’s 
psychology service is made available in the waiting the room and to the patients considered 
for referral. Written information about services has been shown to increase satisfaction with 
services and decrease drop out of therapy .
6. If resources are available, it would be important to find out more about the reasons for the 
apparent under-representation of certain segments of the population among those who 
receive psychological therapy at the surgery. For example, it appeared that people aged 
over 40 years and men were under-represented.
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INTRODUCTION
The relevance and importance of psychological approaches to mental health care has 
recently been acknowledged and emphasized in a UK government paper National Service 
Framework fo r Mental Health (Department of Health, 1998a). This paper together with other 
new directives from the Department of Health, such as Strategic Psychotherapy Review 
(Department of Health, 1996) and A First Class Service: Quality in the new NHS 
(Department of Health, 1998b), suggested that to ensure best possible service provision, 
several important organisational and clinical practice related changes and new developments 
were needed. A new organisational framework was proposed called Clinical Governance. 
One important part of Clinical Governance is Evidence-Based Practice, which stipulates 
among other things that treatments offered by the NHS should represent the best empirically 
validated interventions.
There is now strong empirical support for the efficacy of many different psychotherapies 
over non-treatment conditions, cognitive-behavioural therapy in particular (Oei & 
Shuttlewood, 1996; Roth & Fonagy, 1998; Wampold et a l, 1997). However, in the context 
of NHS it is not enough to find the most efficacious treatment, but also the most effective 
treatments. Not everyone agrees though. Some workers argue that it is not worthwhile to 
study effectiveness, because the differences between psychotherapies are small and they are 
all more efficacious than no treatment (e.g. Wampold et a l, 1997). In this paper, it is argued 
that the study of effectiveness is imperative not only for economy, but to find the best 
treatment-client match and for continued development of psychotherapies. For example, 
Beck & Haaga (1992) claimed that the study of mechanisms of action was now very 
important in order to refine cognitive therapy.
The study of effectiveness of psychotherapies could be summarized by asking the following 
question:
What specific treatment, by whom, is most effective for this individual with that specific 
problem, and under which set of circumstances? (Paul, 1967, p.111)
There is no conclusive evidence that one particular psychotherapy is more effective than 
another, or that psychotherapies are more effective than alternative treatments, such as 
medication and self-help (Hardy et a l, 1998; Hollon, 1999; Shea, Elkin & Sotsky, 1999).
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This paper will focus on Cognitive-Behavioural Therapies for Depression (CBT-D). They 
were chosen because they have repeatedly been shown to produce clinically significant 
reductions in depressive symptoms on par with alternative treatments, such as other 
psychological therapies and pharmacological treatments (Biggs & Rush, 1999; Hollon, 
1999), and is currently the psychological treatment of choice for depression in the NHS 
(Roth & Fonagy, 1998). The review will cover some important factors related to the 
effectiveness of CBT-D. Important conceptual and methodological issues will first be 
discussed.
CONCEPTUAL AND METHODOLOGICAL ISSUES 
C ognitive-Behavioural Therapy for d ep ression  (CBT)
Cognitive-Behavioural Therapy for depression (CBT-D) is not one well-defined treatment, 
but an umbrella category referring to a range of techniques and treatment programmes based 
on cognitive-behavioural theory. Although the efficacy of the group of CBT-D treatments as 
a whole has been established, it is not known what type of techniques, what mixture of 
techniques, what ways of administering it (e.g. self-help manuals, individual or group 
therapy), or what dosage of therapeutic input are the most efficacious for particular client 
problems (Addis & Jacobson, 1996; Hayes, Castonguay & Goldffied, 1996; Illardi & 
Craighead, 1994; Rachman, 1999). One major factor that is hampering research is that in 
spite of over 50 years of research into the mechanisms of action of psychotherapy, we still do 
not know why CBT-D, or any other psychotherapy, is effective in improving symptoms of 
depression (Kazdin, 1979; Shaw & Segal, 1999). If the mechanisms of action of a particular 
treatment are not known, it is difficult to develop the most effective therapy, to test the 
stipulated theoretical rationale of the intervention, and to find the best match between 
treatment and client presentation.
N om othetic versu s Ideographic study
Another reason for our limited understanding of the mechanisms of action of 
psychotherapies, is that almost all of the studies have exclusively looked at the main 
therapeutic effect of an intervention for a diagnostic categoiy of mental health problem, such 
as depression or specific anxiety disorders, i.e. nomothetic approach, and paid no attention to 
the individual progress of clients and individual differences in treatment response, i.e. 
ideographic approach (Beutler, 1991). There are large individual differences in response to 
treatment and aetiology among depressed people (Hardy, et a l, 1998; Howard, Orlinsky &
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Lueger, 1995; Oei & Shuttlewood, 1999). A poor client-treatment match can result in 
attenuated levels of efficacy in outcome research and higher drop-out rates.
Shaw & Segal (1999) estimated in their review of CBT-D that on average 40% of clients 
who complete treatment do not improve in therapy to an extent that they are no longer 
qualifying for major depressive disorder (e.g. Jacobson, et a l, 1996). Moreover, they found 
an average drop-out rate of 20%, ranging from 8% to 30%. Although, there is no available 
alternative treatment that fare better (Biggs & Rush, 1999), the high drop-out rate and the 
substantial proportion of clients who do not respond to treatment need serious attention.
The lack of evidence for effectiveness and knowledge about mechanisms of action are not 
due to want of research effort, but to the many methodological difficulties affecting 
psychotherapy research and the complex nature of psychological therapies (e.g. Hollon, 
1999; Klein, 1999). One problem is the great number of permutations of client, treatment and 
treatment administration variables. There are over 300 psychotherapies, which have been 
claimed to be effective, over 175 types of client characteristics and about 40 therapist 
characteristics, which have been identified as potential influences on the effectiveness of 
treatments (Beutler, 1991). To make headway, some way of limiting or controlling the 
number of variables is needed.
Com puter-Adm inistered CBT (CA-CBT)
A promising new and very economical way of administrating CBT is computer-administered 
CBT (CA-CBT). Other advantages with CA-CBT include perfect reliability, practically 
unlimited availability, little or no time is required from mental health professionals and 
individualization of care (Finfgeld, 1999). Moreover, treatment is not affected by client- 
therapist variables, such as dislike, tiredness, appearance, patient non-compliance and there 
is no risk of abuse (Wright & Wright, 1997). Client and therapist relationship factors in 
general have a consistent and medium effect on CBT outcome (Keÿsers, Schaap, & 
Hoogduin, 2000). By letting a computer administer CBT, and given that its effect is 
equivalent to human administration, many potentially confounding therapist and delivery of 
therapy variables will be taken out of the equation in our search for the most effective 
treatment and a better understanding of how CBT works. In addition, CA-CBT may address 
the problem of limited availability of CBT. Human-administered CBT is rather expensive 
and there are not enough CBT therapists to meet the demand (Greist, 1989).
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Com puter-A dm inistered CBT for D epression  (CA-CBT-D)
Preliminary findings indicate that CA-CBT-D is as effective as human-administered CBT for 
depression (Bowers, et al. 1993; Dolezal-Wood, Belar & Snibbe, 1998; Osgood-Hynes et a l, 
1998; Selmi et a l, 1990). Similar positive results have been found for other psychological 
problems treated with CA-CBT (Finfgeld, 1999). In terms of effectiveness, however, many 
questions are still remaining: 1) what type of CA-CBT-D is the most effective; 2) is CA- 
CBT-D the most effective way of administering CBT; 3) is this radically different way of 
administrating the therapy equivalent to human-administered CBT. CBT was developed to 
be administered by a human therapist (Beck et a l,  1979). As previously stated, one way of 
addressing these questions would be to identify and evaluate the mechanisms of action 
(MA). Another reason to study MA, is that it is important that therapists know and are able 
to inform their clients about the specific therapeutic ingredients of their proposed 
intervention, to enable clients to make an informed choice of what treatment they want to 
have, which is another priority that was set out in one of the Government policy documents 
(Department of Health, 1998b),
MECHANISMS OF ACTION (MA)
A range of constructs hypothesised to be specific mechanisms of action (MA) for CBT have 
been studied, e.g. increased rational thinking (Baron et a l, 1990) and reduced depresso-genic 
underlying beliefs (Beck et a l,  1979). However, in spite of concerted efforts, there is no 
consistent support for any unique mechanism of change of CBT or other psychotherapies 
(Persons & Miranda, 1995). Many researchers and theorists have claimed that these null 
findings provides strong evidence for the contention that only non-specific factors, such as 
therapeutic alliance and encouragement of hope, are the principal MA of therapy (e.g. Klein, 
1996). Other workers have suggested that the null findings are due to methodological 
problems (e.g. Oei & Shuttlewood, 1996, and Williams 1992). For example, they suggest 
that dysfunctional attitudes, which is an outcome measure thought to be affected by the 
specific mechanism of action cognitive restructuring, can only be measured when clients are 
low in mood.
In the lack of any strong empirical evidence for specific factors of CBT, this paper will 
review some MA which are shared with other therapies, a.k.a. non-specific or common 
factors, see Figure 8,
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Figure 8. A number of non-specific factors, which have been suggested to be important mechanisms 
of action of psychotherapies in the literature.
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Therapeutic Alliance
Human Therapeutic Alliance versus Computer Therapeutic Alliance
In this paper, a distinction will be made between Human Therapeutic Alliance (HTA) and 
Computer Therapeutic Alliance (CTA). Therapeutic alliance (TA) is here given a broad 
definition of interpersonal patient and therapist behaviour. All research so far in the literature 
has been concerned with HTA and without any empirical evidence suggesting otherwise, the 
possibility that a therapeutic alliance can be developed through repeated interactions with a 
computer cannot be discarded. This unknown factor is called CTA.
Human Therapeutic Alliance (HTA)
In the literature, Human Therapeutic Alliance (HTA) has repeatedly been suggested to be 
one of the most important active ingredients of psychotherapies (e.g. Horvath & Luborksy, 
1993; Raue, Goldfned & Barkham, 1997; Salvio et al., 1992; Shaw & Segal, 1999). 
However, not everyone agrees. For example, Ilardi & Craighead (1994) concluded that
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therapeutic alliance measured in the initial weeks of treatment is not a significant predictor 
of outcomes in CBT. On the other hand, Castonguay, et a l,  1996 found that level of 
therapeutic alliance assessed both mid-treatment and post-treatment of CBT predicted post­
treatment depression. Keijsers, Schaap, & Hoogduin (2000) concluded in their review of 
HTA and CBT, that relationship factors accounted from 5% to 20% of the variance in 
outcome.
Moreover, it is not known what is the mechanism of action of HTA itself. Beck et a l  (1979) 
suggested that HTA was a prerequisite for the application of cognitive change mechanisms, 
such as hypothesis testing and cognitive restructuring. It is beyond the scope of this review 
to discuss the reasons why HTA appears to be an important mechanism of action. Ilardi & 
Craighead (1994) pointed out that it was difficult to measure the importance of HTA in 
cross-sectional studies, because if the CBT therapists in a study are very good and 
experienced, then it is likely that they are very good in forging good HTA, and therefore 
there be little variability in the measurement of HTA. They said that most studies were cross- 
sectional and employed senior therapists from treatment centres of excellence, and 
consequently the estimates of the importance of HTA may be underestimated.
The ideal design of an investigation into the importance of HTA to the outcome of CBT, 
would be to have two conditions of CBT one with therapeutic alliance and another one 
without. This design is of course impossible, as it would not be possible to cancel out aspects 
of therapeutic alliance in human-administered therapy. Another design is to test what 
happens to the outcome of CBT if HTA is absent.
As mentioned above, with the unique and novel event of CA-CBT, the effect of Therapeutic 
Alliance on outcome can be to some extent be controlled. It is not known to what extent an 
alliance with a computer is similar to an alliance with a human, but what is controlled for is 
the variability of HTA, which depends on a number of client and patient variables, and the 
way the therapist is administering the intervention.
In the literature there is a strong suggestion that HTA has a causal effect on outcome in CBT 
(Keijsers, Schaap, & Hoogduin, 2000), and thus if the effect of HTA could be taken away 
then CBT should be, everything else being equal, significantly less effective. However, as 
we discussed above CA-CBT-D seems to be as effective as HA-CBT-D. How can the 
paradox be explained, that the absence of HTA does not seem to reduce the efficacy of CBT 
in spite of the empirical support for the importance of TA?
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Explanation of the paradox
One explanation is that CTA is similar to HTA. Another explanation is that the association 
between HTA and outcome is not causal. For example, a third variable may cause the 
apparent covariance between HTA and outcome. It may be easier to develop a good 
therapeutic alliance with clients who are likely to improve in therapy. Another possibility is 
that CA-CBT is more effective than HA-CBT on a subgroup of the population of people with 
emotional difficulties, whereas HA-CBT is more effective than CA-CBT on a different 
subgroup, but such a differential effect may not be detected in nomothetic efficacy research. 
Another possibility is that HTA is not crucial to the workings of CBT, but a negative HTA 
relationship decreases the efficacy of CBT. If CAT is seen as a neutral TA in that it treats all 
clients the same without prejudice, then this could explain the paradox why HTA has been 
found to be very important in HA-CBT but its absence in CA-CBT does not seem to affect 
outcome of CBT.
H om ew ork
Homework refers to tasks set in therapy to be carried out by clients between therapy 
sessions. It has been important part of many types of psychotherapies for over 60 years, and 
in a review of outcome studies from 1973 to 1980, Shelton & Levy (1981) found that 68% of 
psychological treatments included homework assignments. In cognitive-behavioural 
therapies, homework is considered to be an integral part of the treatment (e.g. Leahey & 
Holland, 2000). The effects of homework is claimed to be one of the most important 
therapeutic factors of CBT (Ilardi & Craighead, 1994; Kazantziz, 2000).
There is ample and strong empirical evidence of an association between use of homework in 
therapy for depression and better outcome (e.g. Bums & Nolen-Hoeksema, 1991; Persons, 
Bums & Perloff, 1988; Shaw & Segal, 1999; Start-up & Edmonds, 1994). However, because 
most of the research has been cross-sectional and failed to include a control condition, there 
is no strong evidence to suggest that homework is causally related to improvements in 
depression (Bums & Spangler, 2000). There are a few controlled studies which have 
compared a treatment condition with homework with a treatment condition with no assigned 
homework, but they have produced inconsistent results (e.g. Kazdin & Mascitelli, 1982; 
Neimeyer & Feixas, 1990). In a review of the power to detect homework effects in outcome 
studies, Kazantziz (2000) suggested that the effect size of homework might be relatively 
small and that failures to find a significant effect of homework on outcome might be due to 
low statistical power.
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Another way of estimating causal effect of a variable in cross-sectional research designs is to 
employ sophisticated statistical techniques, such as structural equation modelling (SEM). 
There is one paper in the literature relative to the subject matter, that has employed this 
technique, Bums & Spangler (2000). They found that the effect size of homework is large. 
As an explanation of why most other studies have found only a small association between 
homework and outcome, Bums & Spangler pointed out that ‘the size of a correlation is not 
the same as the size of causal effect’ (p.54). A correlation coefficient between homework 
compliance and post-treatment depression, the statistics most frequently cited in relevant 
outcome studies, can be diluted by other factors such as pre-treatment depression and 
measurement errors. In their well-designed study with over 500 participants, they estimated 
the size of causal effect of homework with structural equation modelling (SEM) to try to get 
around the difficulty of determining causality in their cross-sectional study. The also used 
the SEM to test out different possible explanations of the co-variance between depression 
and homework (see Figure 9).
In Figure 9, it is assumed that there is an association between depression and homework in 
all models. In the first model, engaging in homework is having a causal effect on post­
treatment depression, and vice versa; i.e. a bi-directional causality. In the second model, the 
co-variance between the two variables is wholly attributable to a causal effect of homework 
on post-treatment depression. In the third model, the co-variance between the two variables 
is wholly attributable to a causal effect of post-treatment depression on homework. That is, a 
person engages in homework because he feels less depressed, but homework does not 
contribute anything to her feeling better. In the fourth model, the association between post­
treatment and homework is spurious, as their co-variance is wholly attributable to the effect 
on a third variable on both of them. For example, satisfaction with treatment might make a 
person feel better and may also make the person more likely to engage in homework.
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Figure 9. Four possible models explaining a given association between depression and homework 
(modified from Bums & Spangler, 2000)
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It should be noted that Bums & Spangler did not posit post-treatment depression in their models, but 
‘Final Depression’ which referred to a measurement point 12 weeks after treatment started whether or 
not treatment had finished. Post-treatment depression compares better with homework research in 
general (Kazantziz, 2000).
Bums & Spangler, found very strong statistical support for model 2, and no support for the 
other models. However, there are some limitations with their study, which may have 
confounded their results. They measured homework retrospectively, only at one point in time 
and with a crude measure of one-item five-point scale of average frequency of completed 
homework. In their SEM analyses they used a statistical latent factor to represent homework. 
This factor corresponded to the shared variance of therapists’ retrospective estimate of 
homework and the clients’ retrospective estimate. However, the shared variance was only 
41%, and thus therapists’ and clients’ estimates varied considerably. The use of a latent
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factor was surprising, as it appeared that the therapist estimate was more objective as it was 
based on session notes and copies of completed homework. The latent factor represented the 
agreement between the two factors, but because the agreement was not large the factor its 
relation to the true frequency of completed homework may be in doubt.
In addition, for an unexplained reason they measured homework and ‘post-treatment 
depression’ at a set point in time, 12 weeks after therapy had begun, and not depending on 
whether the clients had finished therapy or not. Consequently, half of the sample was still 
undergoing treatment at the measurement point, 18% had completed therapy and the rest 
(27%) had dropped out. It is not clear how this idiosyncrasy affected their result, but their 
result is not commensurate with other studies, which investigated the effect of homework on 
outcome of therapy, and the combination of data from completers with non-completers is 
questionable and has to be empirically justified. As Bums & Spangler pointed out 
themselves, session-by-session measurement would have been preferable.
Another serious limitation was that it was a self-selected sample. Thus, compared with the 
general client population, the sample may have been more motivated to engage in therapy 
and homework assignments, which would yield an overestimation of the causal effect of 
homework.
A problem which is over-looked in the research into homework, is that no-one has defined 
and operationalized the concept. Moreover, most studies investigating homework use the 
concept of homework compliance to represent homework. This concept is operationalized as 
the frequency or duration of engagement in homework (e.g. Bums & Spangler, 2000). 
Exactly what the client is doing during the homework sessions, the quality of the work, and 
whether the person completed the homework or not, are not assessed. Thus, it is questionable 
to what extent the findings on homework in the literature can be compared across studies, 
and to what extent the findings are generalizable.
Problems related to  em otional d ifficulties
The main goal of Cognitive-Behavioural Therapy (CBT) is to help clients ‘bring about 
desired changes in their lives’ (Hawton et a l, 1989, p. 12). The originators of CBT, Beck et 
al. (1979), stated that an important therapeutic technique in CBT was to engage clients in 
problem-solving exercises with regards to identified problematic target symptoms. They 
suggested that an improvement in mood would follow a realization that a solution may exist 
and their situation was not hopeless. In their review of mechanisms of action in CBT for
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depression, Ilardi & Craighead (1994) did not find any study investigating the effect of the 
pursuit of solutions to target problems. One way of measuring how well CBT is doing 
session-by-session would be to measure the affectivity associated with target problems. This 
measurement goal can be approximated and operationalized by measuring how distressful a 
client finds the problems which are related to their depression/anxiety.
Muran et al. (1995) found that session-by-session ratings of distress in relation to three self- 
reported problems associated with their emotional difficulties, were significantly related to 
the outcome of 20 sessions of CBT, as measured by a rating of how successful the treatment 
had been by both client and therapist. The distress rating of the three problems had 
significantly improved, the effect size being 0.85. However, the study was limited by the 
omission of important outcome measures, such as a standardized measures of their 
presenting emotional problems. It is difficult to say to what extent a rating of treatment 
success, on a ten point scale, was associated with an improvement in pre-treatment emotional 
problems. Nevertheless, the study suggested that targeting problems elicited by clients in 
therapy might be an important mechanism of action.
Another question is whether the absence of human therapeutic alliance (HTA) would 
diminish the association between CBT and distress related to self-reported problems. Muran 
et al. found that HTA was a very strong predictor of outcome. Moreover, Keijsers, Schaap, 
& Hoogduin (2000) stated that when clients who have completed CBT are asked what aspect 
of treatment had been the most helpful in helping them overcoming their problems, a 
common answer is ‘talking to somebody who listens and understands’.
A further question is whether different types of problems are related to different outcome. 
There is some evidence to support this hypothesis. For example, Addis & Jacobson (1996) 
found that clients who related their depression to relationship-orientated and 
characterological problems were associated with worse outcome of CBT compared with 
other types of problems. Moreover, Hardy et al. (1998) suggested that to the extent patients 
had identified, understood and started to do something about their problems prior to 
treatment, a.k.a. level of assimilation of problems, related to outcome in CBT. The higher 
level of assimilation, the better outcome. The question is whether there are different 
interactions between type of problem and outcome of CBT when it is administered by a 
computer. For example, CA-CBT programmes to date have some ability to respond 
differentially to different types of problems, but it is very limited compared of the flexibility 
of a human therapist.
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CLIENT SATISFACTION WITH TREATMENT
In a review of research Lebow (1982) highlighted two important reasons why client 
satisfaction with mental health treatment was important: 1) it is widely regarded by clients as 
an important goal of treatment; 2) it is an important factor in determining engagement in 
therapy and premature termination. Moreover, Fitzpatrick (1991) pointed out that there is 
tentative evidence suggesting that satisfaction is related to improvement in general health 
status. For example, Addis & Jacobson (1996) found that client’s rating of how helpful they 
found the treatment, an aspect of satisfaction with treatment, was associated with outcome 
for behavioural therapy, but not for cognitive therapy without a behavioural component.
In spite of the support of the importance of client satisfaction in the literature, there is no 
research, to the author’s best knowledge, which has investigated whether client satisfaction 
may be causally related to outcome of completed treatment. Most studies measure client 
satisfaction after treatment (Foster & Mash, 1999). Given an association between client 
satisfaction and outcome of therapy, it is difficult to say whether a good outcome of 
treatment made the client satisfied with treatment, or vice versa, or whether a third variable 
is responsible for the covariance in the variable (see Figure 9 model 4, exchanging 
homework with satisfaction with treatment), in such a design. A suggested in Figure 8, 
satisfaction measured during treatment should be distinguished from satisfaction in the end 
of treatment, as the latter one can be better understood as a measure of outcome (Lebow, 
1982).
The golden psychotherapy standard of having a control condition is difficult with regards to 
client satisfaction. It would not be ethically acceptable to have a condition in which client 
satisfaction is encouraged and another one in which client satisfaction was discouraged in 
order to test the relative importance and causality of treatment satisfaction on outcome. 
Another way to answering the question is to measure satisfaction with treatment session-by- 
session and in that way decreasing the influence of the outcome of treatment on clients’ 
ratings of satisfaction. In addition, by using structural equation modeling, the causality can to 
some degree be tested even in a cross-sectional design (Bums & Nolen-Hoeksema, 1992).
With regards to CA-CBT, there is evidence to suggest that, on average, users report high 
level of satisfaction with treatment (Greist, 1998; Wright & Wright, 1997). The literature on 
CA-CBT is small but suggests so far that CA-CBT in general does appear to be of similar 
acceptance and generate similar levels of satisfaction to HA-CBT. As with all 
psychotherapies, however, it is important to investigate client’s satisfaction with different
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aspects of treatment in order to address problems such as drop-out and poor response to 
treatment, in order to refine and develop more effective treatments. Another important 
question particular to the new therapy of CA-CBT, is to investigate whether the absence of 
HTA has a differential effect on different aspects of the treatment as CBT was developed to 
be administered by a therapist (Beck et a l, 1979). To date, there has been no investigation 
into the effect of satisfaction of treatment prior to the end of treatment and outcome of CA- 
CBT-D.
CLIENT'S COMMITMENT TO TREATMENT
It is estimated that up to 45% of improvement in psychotherapy is attributable to the quality 
of the “therapeutic alliance” and “patient expectations that therapy will help” (Lambert, 
Shapiro & Bergin, 1986). With regards to CBT, there is substantial evidence that the clients’ 
commitment to the treatment rationale is related to positive therapeutic outcome (Ilardi & 
Craighead, 1994). For example, Morrison & Shapiro (1987) found that client’s ratings of 
treatment credibility in the second session were associated with clinical improvement in 
CBT. To date there is no research into the role of clients’ commitment to the treatment 
rationale of CA-CBT-D to outcome.
CONCLUSION
It was found that in spite of over a half of century of psychotherapy research, and in spite of 
the success in finding strong general support for this treatment modality with regards to its 
efficacy, little is known about the mechanisms of action of psychotherapy in general and of 
individual treatments. In addition, there is no conclusive evidence to the efficacy of one 
psychotherapy over other psychotherapies, or of psychotherapies over other interventions. It 
was argued that knowledge of the mechanisms of action was important, among other things, 
for further therapy development, facilitation of treatment and client match, facilitation of 
informed choice of treatment by clients and service providers, and to enable investigations 
into the reasons for drop-out and poor response to treatment. A number of methodological 
problems were outlined which had acted to limit the interpretation of existing research and 
restrict the avenues open for research.
A new methodological approach was suggested involving computer-administered therapy 
(CAT) to address some of the methodological difficulties. Cognitive-behavioural therapy for 
depression was suggested to be a good first choice of therapy, as CAT programmes had 
already been developed and because there had been a great deal of research on which the 
research could build. Four different types of mechanism of action (MA) were suggested as
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an initial investigation into the workings of CA-CBT-D with particular reference to the 
absence of human therapeutic alliance which so far had been posited as the most important 
MA: 1) homework; 2) client’s commitment to treatment rationale; 3) distress related to self- 
reported problems; 4) client’s satisfaction with treatment. They were chosen because of their 
prominence in the literature. A summary of research recommendations is provided below.
FUTURE RESEARCH 
G eneral recom m endations
Mechanism of action of psychotherapy need to be further investigated in order to refine 
treatments and theoretical explanations of interventions, and to guide future research. In 
addition, theories about the mechanisms of action and the client-patient match need to be 
forthcoming, to guide the research.
Different types of outcome should be tried in addition to the usual post-treatment depression 
and anxiety measures. Aspects of outcome worth investigating as a matter of course are: 1) 
client satisfaction post-treatment; 2) distress related to pre-treatment self-reported problems 
associated with their emotional problems; 3) follow-up measures of all outcome measures. In 
addition, the reasons for drop-out and poor response to treatment need more attention.
To facilitate the interpretation of investigations studies are recommended to be: 1) 
prospective; 2) use of session-by-session measures; 3) use of more advanced statistical 
techniques, such as structural equation modelling, to provide more understanding of the 
causality of variables; 4) use clinical and representative samples, rather than e.g. non­
depressed and self-selected ones; 5) large samples, as the number of potential variables and 
measurement error are large and consequently power to detect effects are low if small 
sample sizes are used.
H om ework
It would be valuable to clearly define and record what homework is measured, and what is 
measured, e.g. compliance or degree and success of completion. Standardized measures of 
those variables would be desirable.
Satisfaction  w ith treatm en t
It would be valuable to investigate whether satisfaction with treatment is causally related to 
outcome.
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ABSTRACT
Background. Depression is one of the most common and debilitating mental health 
problems. The demand for psychological treatments exceeds the supply and alternative ways 
of delivering therapy are being considered by the National Health Service. One such 
alternative, computerised cognitive behavioural therapy program (CCBT), has recently been 
shown to be clinically efficacious and cost-effective in primary care patients with depression 
and/or anxiety. However, it is not yet known for whom and what type of depressive 
conditions CCBT is most effective.
Aim. The aim is to explore the applicability of CCBT by examining whether a range of 
patient characteristics moderates the efficacy of CCBT at post-treatment or at 8-month post­
randomisation.
Method. 274 primary care patients with depressive symptoms were recruited from eleven 
general practices and randomly allocated to CCBT and treatment as usual (TAU) or TAU 
only. Differential treatment effect on depression severity was examined in relation to twenty 
pre-treatment variables. A new analytic method was employed to address some of the 
methodological problems associated with usual aptitude-treatment interaction analyses, such 
as capitalisation on chance and inadequate statistical power.
Results. With a statistical power of .8 to detect approximately a medium effect size 
(Cohen's convention, 1988), none of the variables was found to be a reliable predictor of 
differential response to CCBT.
Discussion. The results are interpreted according to recommendations about null findings 
and compared with the literature on sub-group analysis. Limitations of the research, clinical 
implications and recommendations for future research are outlined.
Conclusion. The findings provide support for the wide applicability of CCBT.
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BACKGROUND
Depression is one of the most common and debilitating mental health problems (Collins, 
Westra, Dozois, & Bums, 2004; Gilbert, 1992) and psychological therapy is an integral part 
of its management within the National Health Service (NICE, 2004). At present, however, 
the demand for psychological therapy is not being met due to the insufficient number of 
therapists and the inequitable distribution of therapists across the country (Kaltenhaler et ah, 
2004; Shapiro, Cavanagh, & Lomas, 2003). One possible way of meeting the demand is to 
make use of alternative psychological treatments that are less reliant on therapists’ time. One 
such alternative is computerised therapy and there is evidence to suggest that this treatment 
modality may be of value in the treatment of emotional problems (Kaltenhaler et al., 2004; 
NICE, 2004). However, it is not yet known for whom and what type of depressive disorder 
this treatment is most effective and whether or not it is appropriate for all types of depression 
and subgroups of the population. The aim of this study is to provide the first thorough 
investigation of the applicability of this new health technology in relation to one particular 
type of computerised treatment called Beating the Blues, which has been found to be both a 
clinically efficacious (Proudfoot et al., 2003; Proudfoot et al., 2004) and cost-effective 
treatment for anxiety and depression in primary care (McCrone et al., 2004).
This section will present the concepts of depression, cognitive-behavioural therapy and 
computerised therapy. A discussion will follow on the advantages and disadvantages of 
computerised therapy. The rationale for studying predictors of response to treatment will 
then be outlined together with a discussion of the methodological problems associated with 
usual sub-group analytic research. To avoid some of these problems the current study 
employs a new analytic approach, which will be briefly discussed before the selection of 
predictor variables are described. A full description of the approach is included in the 
method section.
C lassification o f d epression
In the National Health Service (NHS), depression is usually defined according to one of the 
two international classifications systems of mental illness, DSM-IV-TR (APA, 2000) and 
ICD-10 (WHO, 1992). The ICD-10 definition will be discussed here because it is the one 
used by the National Institute of Clinical Excellence in their clinical guideline on the 
management of depression in primary and secondary care (NICE, 2004).
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In the ICD-10, there is a range of conditions in which depressive symptoms form part of the 
diagnosis. These are: Bipolar affective disorder (F31), Depressive episode (F32), Recurrent 
depressive disorder (F33), Persistent mood [affective] disorders (F34), Other mood 
[affective] disorders (F38), Unspecified mood [affective] disorders (F39), Organic mood 
[affective] disorders (F06.3), Mixed anxiety and depressive disorder (F41.2), and Other 
mixed anxiety disorders (F41.3). In the literature, however, depression often refers to the 
ICD-10 Depressive episode and the related Recurrent depressive disorder only (NICE, 
2004), or the DSM-IV Major Depression (Parker, 2005). The diagnostic criteria for 
Depressive episode will be outlined because they are the basic description of depressive 
symptoms used for all the other mood disorders in the ICD-10.
A diagnosis of Depressive episode requires a minimum of four of the most common 
symptoms of depression as defined by the ICD-10 (see Table 31) and at least two of these 
have to come from the most typical symptoms. All the symptoms usually need to be present 
for a minimum of two weeks, but shorter periods are permissible if the symptoms are 
“unusually severe and of rapid onset” (WHO, 1992, p. 100). Recurrent depressive disorder is 
described as “repeated episodes of depression as specified in depressive episode ... without 
any history of independent episodes of mood elevation and overactivity that fulfill the 
criteria of mania” (p. 103).
Table 31. ICD-10 (WHO, 1992) diagnostic criteria for depressive episode
Most typical symptoms
1. Depressed mood
2. Loss of interest or enjoyment
3. Reduced energy leading to increased fatigability and diminished activity
Other common symptoms
1. Reduced concentration and attention
2. Reduced self-esteem and self-confidence
3. Ideas of guilt and unworthiness (even in a mild type of episode)
4. Bleak and pessimistic views of the future
5. Ideas or acts of self-harm or suicide
6. Disturbed sleep
7. Diminished appetite
Despite the widespread use of the ICD-10 and DSM-IV, the validity of their classification of 
depression has not been established. Casey, Dowrick and Wilkinson (2001) pointed out that 
depression (as defined by the ICD-10 and DSM-IV) “is an over-inclusive term with a lack of
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conceptual clarity between symptom, syndrome, episode and illness” (p.480). In addition, 
depression is a general and heterogeneous diagnostic grouping of people (NICE, 2004) and it 
is only a minority of people who suffers exclusively from a depressive disorder and no other 
mental disorder (Vuorilehto, Melartin, & Isometsa, 2005). The co-morbidity between DSM- 
IV (APA, 1994) Major Depressive Disorder and anxiety disorders is estimated to be between 
60-65% (Silverstone & von Studnitz, 2003). Depression is also frequently co-morbid with 
other mental disorders, personality disorders and medical conditions (Enns et al., 2001; 
Vuorilehto et al., 2005). In addition, none of the classification systems recognise any specific 
aetiological factors and there is as yet no biological marker or genetic finding that can guide 
treatment (Gruenberg, Goldstein, & Pincus, 2005).
The taxonomic uncertainty and the consequent difficulty to make valid and reliable 
diagnoses can limit the generalisability of research on depression, in particular if the research 
focus on only one of the depressive disorders (Westen, Novotny, & Thompson-Brenner, 
2004). As a result, the current study will, in addition to the use of ICD-10 classification, 
broaden the definition of depression to take into account how it is diagnosed in everyday 
practice (see the method section for further details). It will not limit the study to any specific 
diagnostic criteria and the minimum severity of depression on the outcome measure. Beck 
Depression Inventoiy-II (Beck, Steer, & Brown, 1996), is set low (a full score of 10). It 
should be noted, though, that broad definitions of depression have been criticised for creating 
samples that are too heterogeneous (Hamilton & Dobson, 2002; Parker, 2005). However, 
until there is valid and reliable diagnostic sub-grouping of people with depression, it seems 
sensible to use the definition of depression used in everyday practice. This will also facilitate 
the clinical application of the results of research and the use of more formal and detailed 
mental health diagnoses in primary care has proven to be difficult to implement (Scogin, 
Hanson, & Welsh, 2003; Telford, Hutchinson, Jones, Rix, & Howe, 2002). Another reason to 
broaden the definition is that subthreshold depression (also called minor depression) is also 
associated with significant disability and distress (Beck & Koenig, 1996; Pincus, Davis, & 
McQueen, 1999). In addition, a less restricted range of the outcome measure will increase 
statistical power of the analysis (Hallahan & Rosenthal, 1996). Finally, more naturalistic 
designs of predictors of outcome studies, including broad and inclusive eligibility criteria, 
have been recommended to increase the generalisability of findings (Rothwell, 2005).
Epidemiology
Depression tends to be chronic and recurrent, which apart from affective disturbance is 
associated with interpersonal difficulties, poor quality of life, lost work productivity,
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increased use of health services and higher risk of suicide (Collins et a l, 2004; Kaltenhaler et 
al., 2004; Scott & Dickey, 2003; Simon, 2003). Depression is the leading cause of disability 
as measured by ‘Years Lived with Disability’ worldwide (WHO, 2005). The Global Burden 
of Disease Study also found that out of 107 of the most common physical and psychiatric 
illnesses, depression was the fourth leading cause of death and disability (Murray & Lopez, 
1997). In 2000, the Psychiatric Morbidity Survey conducted by the Office of Population 
Censuses and Surveys found a prevalence of 11% for depression in the UK (Singleton, 
Bumpstead, O'Brien, Lee, & Meltzer, 2000) and the life time prevalence is estimated to be 
17% for mood disorders (Collins et al., 2004). In addition, “diagnosable depressive disorders 
are implicated in between 40% and 60% of suicide attempts; 10-15% of people with major 
depressive disorders eventually kill themselves” (NICE, 2002, p.2). In the United States, it is 
estimated that the direct and indirect costs of depression is $44 billion per year (Collins et 
al., 2004), while in the United Kingdom the cost is estimated at £9 billion per year (Thomas 
& Morris, 2003). Given the high prevalence and debilitating nature of depression, the 
availability of effective treatments for depression is of critical importance not only to 
individual sufferers but also to society at large.
Psychological treatm en ts o f d ep ression
Both psychological and pharmacological interventions have been found to be equally 
effective in the treatment of depression (ICSI, 2004; NICE, 2004), but there is a range of 
factors that generate a particularly high demand for psychological therapies within the NHS. 
In the NICE guideline for the management of depression in primary and secondary care 
(2004), antidepressant medication is not recommended for the initial treatment of mild 
depression “because the risk-benefit ratio is poor” (p.5), whereas consideration of 
psychological treatments was recommended for. a range of manifestations of depression, 
including mild, moderate, recurrent, severe, and treatment-resistant depression. In addition, 
patient preference is an important consideration when deciding on treatment (NICE, 2004) 
and the majority of clients prefer psychological therapy over anti-depressant medication 
(Churchill et al., 2000; Tylee, 2001). Also, the National Institute of Mental Health (NIMH, 
2004) found that “users of mental health services consistently place access to psychological 
therapies at the top of their list of unmet needs” (p.6) and the median prevalence of non­
adherence to anti-depressant medication is 53% (Lingham & Scott, 2005). Moreover, it is 
estimated that one-third to one-half of patients do not respond to antidepressant medication 
(Sherboume, Schoenbaum, Wells, & Croghan, 2004). For patients who do not respond or 
adhere to medication, psychological therapy is the treatment of choice (NIMH, 2004).
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Among psychological therapies, one particular theoretical orientation called Cognitive- 
Behavioural Therapy (CBT), has received the most empirical support (DOH, 2001; Hollon, 
2003; Strunk & DeRubeis, 2001). The NICE guideline (2004) stated that CBT is the 
psychological treatment of choice for moderate and severe depression, and treatment- 
resistant depression.
Cognitive behavioural therapy (CBT)
Cognitive therapy for depression was originally conceived by the American psychiatrist 
Aaron Beck over 40 years ago (Beck J., 1995). It is a structured, short-term, problem focused 
and goal-oriented therapy designed to modify dysfunctional thinking and behaviour. Over 
the years, Beck’s original treatment programme has evolved and new types of treatment 
approaches and therapeutic techniques have been developed inspired by Beck’s work. These 
new developments have become subsumed under the name CBT, which usually means that 
they are based on the following two fundamental assumptions: 1) one’s cognitions (i.e. 
thoughts, perceptions, beliefs and assumptions) influence one’s emotions and behaviour; 2) a 
realistic evaluation and modification of cognitions produce an improvement in emotions and 
behaviour (Beck J., 1995; Jacobson et al., 1996). This means that CBT no longer refers to a 
single treatment programme but is an umbrella term for a variety of interventions and 
techniques.
There are two types of treatments associated with CBT. First, cognitive interventions consist 
of a range of techniques aiming to identify and modify specific negative automatic thoughts, 
maladaptive assumptions and dysfunctional schemas (e.g. psycho-education, examining the 
quality of evidence for cognitions, challenging maladaptive thinking patterns by exploratory 
dialogue). Second, behavioural interventions include techniques to improve skills (e.g. 
assertiveness training, social skills training), modify mood states (e.g. relaxation, activity 
scheduling, behavioural experiments) and modify cognitions (e.g. distraction, exposure and 
thought stopping) (Leahey & Holland, 2000; Williams, 1992).
A ccess to  psychological trea tm en ts
Despite the established efficacy of psychological treatments and their appeal to both clients 
and health professionals, they are not readily accessible in the United Kingdom (Kaltenhaler 
et al., 2004; NIMH, 2004). It has been estimated that for people with neurotic disorders only 
0.2% receive CBT or behavioural therapy (Kaltenhaler et al., 2004). Moreover, in the 
household component of the National Surveys of Psychiatric Morbidity it was found that less 
than 14% of people with neurotic disorders received any treatment at all (Bebbington et al.,
PsychD (Clinical Psychology) 228
Major Research Project
2000b). Of those people with depression who do receive treatment, more than 80% are case- 
managed exclusively within primary care settings (NICE, 2004). In a large scale survey of 
3,530 GP practices in the United Kingdom, it was found that the main barriers to providing 
effective treatments for depression are not enough time to address the clients’ needs, a lack 
of services to refer to and difficulty in accessing services (Telford et al., 2002). From this 
survey it was found that 76% of the GPs (out of 1,703; 48% response rate) had poor 
accessibility to psychological services and 14% indicated that they did not have access to 
formal psychological therapy at all (Telford et al., 2002). It is not known how many CBT 
therapists are practicing in the United Kingdom as there is no central register and formal 
accreditation is not necessary (NICE, 2002). However, the leading professional organisation 
of CBT therapists, the British Association for Behavioural and Cognitive Therapies 
(BABCP), indicated that there is only 602 BABCP accredited CBT therapists in the UK 
(Cavanagh & Shapiro, 2004). In addition, access is restricted because therapists are 
distributed inequitably across the country (Shapiro et al., 2003). Thus, it appears that 
presently, the recommendations made by NICE (2004) in their guideline on the management 
of depression in primary and secondary care cannot be fulfilled because of the very limited 
access to CBT and psychological therapy in general.
One solution to the problem is to train more therapists, which is currently being addressed by 
a number of NHS initiatives. The number of clinical psychology training places has doubled 
since 1995 and allied professionals, such as psychiatrists, nurses, social workers, 
occupational therapists and psychology graduates, are increasingly undergoing training to 
deliver CBT. However, the demand is still far from being met and if it were to be met by a 
much larger supply of therapists, it will require further substantial increases in the funding of 
mental health services and the training of therapists. Such a high level of funding for the 
treatment of depression, though, cannot be guaranteed in the long-term as it has to compete 
with a large number of rival priorities within the NHS and is reliant on governmental support 
which could vary within different administrations and political climates. Moreover, the share 
of the NHS budget for the treatment of depression is already considerable. Scott and Dickey 
(2003) reported that in the NHS “the cost of treating depression in the United Kingdom 
(£887 million) exceeds that cost of treating both hypertension (£439) and diabetes (£300)” 
(p.92). However, there is some uncertainty about this figure, Thomas and Morris (2003) 
stated that the cost for treating depression is £370 million.
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The concern about lack of access to treatments and the cost of traditional treatments of 
depression have spurred the development of different forms of psychological interventions 
that require less input from therapists, such as bibliotherapy and computer-delivered therapy.
A lternative treatm en t m odalities
Bibliotherapy is a time-limited and structured media-based treatment approach (book, 
videotape and/or audiotape) that presents a specific set of therapeutic procedures to a client 
or a group of clients (Gould & Clum, 1993). Bibliotherapy can be undertaken in several 
ways. First, it can be used without any therapist involvement. For example, a person may get 
hold of one of self-help books of depression (e.g. Bums, 1999) and work through the step- 
by-step guide designed to help the reader to improve their skills in managing their emotional 
problems. Second, it can be used with minimal involvement from a therapist. For instance, a 
common application is that the patient work through the bibliotherapy programme on their 
own, but receive guidance and support in form of an initial face-to-face session and short 
weekly supportive telephone conversations with a therapist (Cuijpers, 1997). Third, 
bibliotherapy can be used as an adjunct to traditional therapist-led therapy (Leahey & 
Holland, 2000). Most of the bibliotherapy programmes last less than 10 weeks (Gould & 
Clum, 1993; Gregory, Schwer Canning, Less, & Wise, 2004).
Bibliotherapy has been found to be a clinically efficacious treatment for emotional disorders 
in meta-analytic reviews (Cuijpers, 1997; den Boer, Wiersma, & Van den Bosch, 2004; 
Gould & Clum, 1993; Gregory et al., 2004; Marrs, 1995). In particular, cognitive 
bibliotherapy for depression (a CBT based intervention) has been found to yield a treatment 
effect size similar to that of therapist-led CBT (Gregory et al., 2004). However, there is as 
yet limited data on its applicability and safety (Gregory et al., 2004) and concern has been 
raised about poor compliance (up to 50%) (Gould & Clum, 1993; Williams & Whitfield, 
2001). In addition, there is no consensus as to what extent a therapist should be involved 
with the treatment.
Gould and Clum (1993) stated that bibliotherapy is usually used independently of a helping 
professional, whereas Gregory et al. (2004) reported that it is used mostly as an adjunct to 
traditional therapist-led individual or group therapy. This matter has implications for the 
cost-effectiveness of treatment, which is as yet unknown. It is possible that these issues are 
partly responsible for the fact that bibliotherapy is currently used only infrequently within 
primary care in the UK, despite having been available for decades (Telford et al., 2002).
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U se o f com puter to  deliver psychological therapy
One of the first attempts to deliver psychological therapy with a computer occurred at the 
Massachusetts Institute of Technology almost 40 years ago. A software program developed 
by Joseph Weizenbaum called ‘ELIZA’ was designed to simulate “a psychiatrist’s 
discussions with patients and effectively carrying on a conversation in English on any topic” 
(Korukonda, 2005, p.251). The ‘therapy’ consisted of real time conversations in which the 
computer would respond to typed natural language by questioning, clarifying, focusing, 
rephrasing and on occasion interpreting the content if the patient’s communications (Colby, 
Watt & Gilbert, 1966 cited in: Bloom, 1992). Despite this early and relatively sophisticated 
development, the use of computers in mental health services has to date mostly been used to 
save the therapist time by delegating routine aspects of traditional psychological 
interventions rather than attempting to simulate therapist-client dialogue. Examples of 
therapy tasks carried out by existing computer therapy programs are: administering 
personality and mental health assessments, delivering psychoeducation, and practicing and 
supervising specific manual-based therapeutic techniques, such as graded exposure, 
relaxation training, response prevention and challenging negative thoughts (e.g. Marks, 
Kenwright, McDonough, Whittaker, & Mataix-Cols, 2004; Newman, Kenardy, Herman, & 
Taylor, 1997; Wright & Wright, 1997). The benefit of using a computer is that it can deliver 
these aspects of treatment reliably, effortlessly and inexpensively. However, there are also 
other potential advantages of computerised therapy over traditional therapist-led 
interventions (see Table 32). These benefits and the emergence of more advanced computer 
technology has led to the development of stand-alone computerised treatments that do not 
necessitate any involvement from a human therapist (Colby, 1995; Proudfoot et al., 2003; 
Selmi, Klein, Greist, Sorrell, & Hardman, 1990).
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Table 32. Potential advantages of computerised assisted or delivered therapy compared with 
traditional therapist-led interventions
■ Increased access to psychological therapy
■ Better availability; not bound to the opening times of a clinic
■ Reliable and effort-less delivery of therapy
■ Reduced cost of treatment
■ No cost of training therapists
■ Quick, unbiased and reliable administration and analysis of clinical measures
■ Systematic and immediate feedback to the user from clinical measures
■ Promotion of self-help
■ Confidentiality and anonymity
■ No risk of abuse, bias or inappropriate involvement from therapist
Adapted from Wright and Wright (1997), Finfgeld (1999), National Institute for Clinical Excellence 
(2002) and Professor Peck (personal communication, March, 15, 2002)
The National Institute for Mental Health stated that computerised treatments may be “a 
means to improve access and choice” (NIMH, 2004, p.23). It can also reduce barriers to 
treatments such as fear of stigma or embarrassment from talking to a therapist and 
availability of therapist only at office hours (Collins et al., 2004; Kaltenhaler et al., 2004). In 
addition, unlike a human being the computer will not feel tired, feel dislike for the patient, 
react to a patient’s appearance or compliance with treatment, and it will not abuse the 
therapeutic situation in any way (Peck, personal communication, March, 15, 2002; Wright & 
Wright, 1997).
However, similar to self-help treatments generally, there are concerns about patient safety 
with computerised interventions (Finfgeld, 1999). For example, the computer cannot on its 
own respond to emergencies such as acute suicidal ideation, risk of being the victim of 
violence and child protection issues. One solution to this problem is to offer the therapy 
within a health care setting where staff are accessible if necessaiy, such as a GP surgeiy, 
mental health hospital or Community Mental Health Team clinic. Safety can further be 
increased by programming the computer to screen for risk issues and in the case of an 
emergency, it could alert staff and prompt the client to seek assistance from a staff member. 
In addition, NICE (2002) recommended that a thorough assessment by a mental health 
professional is conducted before computerised therapy is undertaken and that clients are 
adequately screened and monitored during the therapy process.
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A number of other concerns and scepticism have been raised in the literature regarding 
computerised interventions, including clients’ willingness to undertake computerised 
treatment, the efficacy of such interventions, and for whom and for what clinical problems 
will it be most effective (Bloom, 1992; Cottrel, 2005). Each of these issues will be addressed 
in turn.
Client acceptance
One issue is whether or not the reduced, or complete lack of, human involvement in therapy 
will be acceptable to clients. For example, facilitative conditions such as warmth, empathy 
and kind regard have been claimed to be both necessary and sufficient to bring about change 
in psychological therapy (Rogers, 1957 cited in: DeRubeis, Tang, Gelfand, & Feeley, 2000) 
and empathy has been reported to “enhance and speed recovery” in CBT (Bums & 
Auerbach, 1996). In addition, there is some evidence to suggest that the working alliance 
between therapist and client can both moderate treatment' outcome and be therapeutic in and 
of itself (Horvath, 2000; Howgego, Yellowlees, Owen, Meldrum, & Dark, 2003; Keijsers, 
Schaap, & Hoogduin, 2000; Martin, Garske, & Davis, 2000; Waddington, 2002). Moreover, 
Norcross (2000) proposed that the alliance accounts for as much of outcome variance as the 
specific psychological intervention used by the therapist. If it can be assumed that a 
computer cannot offer a therapeutic alliance and facilitative conditions then it seems 
reasonable to suppose that computerised therapy would be less effective and less acceptable 
to clients than traditional human-delivered therapy. This view appears to be the prevailing 
view among mental health professionals (Bloom, 1992; Cottrel, 2005)
A great deal of the scepticism about computerised therapy in the literature, however, is stated 
without reference to research evidence. For example, Cottrel (2005) stated that “common 
sense dictates that they [computerised therapies] will not be effective for everyone” (p.2). In 
contrast to these opinions, Bloom (1992) pointed out that the resistance to the use of 
computerised assessment and therapy within mental health services “comes primarily from 
clinicians, not from patients” (p. 171) and there is how ample evidence to suggest that clients 
find computerised treatments highly acceptable and that drop-out from treatment is 
comparable to traditional therapist-led therapy (Bloom, 1992; Cavanagh & Shapiro, 2004; 
Colby, Gould, & Aronson, 1989; Dolezal-Wood, Belar, & Snibbe, 1998; Finfgeld, 1999; 
Greist, 1998; Proudfoot et al., 2003; Wright et al., 2002; Wright & Wright, 1997). In 
addition, it appears that some patients prefer to have therapy over the internet or with a 
computer rather than a human being (Bloom, 1992; Lange, Personal Communication, 
September, 20, 2002). It has even been suggested that clients can develop a form of
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therapeutic alliance with computers (Binik, Cantor, Ochs, & Meana, 1997). Thus, the 
assumption that clients will not accept computerised therapy is unfounded and there appear 
to be gaps in our knowledge and understanding of the workings and benefit of this new 
health technology.
Empirical support for computerised therapy
There is only a limited amount of methodologically sound research on computerised therapy 
and the most rigorous research is largely limited to applications of cognitive-behavioural 
therapy (CBT) (McKendree-Smith, Floyd, & Scogin, 2003; NICE, 2002). There appears to 
be at least two reasons for the focus on CBT: 1) CBT is, to date, the most empirically 
supported psychological therapy (as discussed above under ‘Cognitive behavioural therapy 
(CBT)’, p.228); 2) common CBT treatment protocols include detailed step-by-step 
interventions and psycho-education, which lend themselves particularly well to 
administration by a computer.
In a recent appraisal of computerised treatments for anxiety and depression, NICE (2002) 
concluded “that the delivery of cognitive behavioural therapy via a computer interface 
(CCBT) may be of value in the management of anxiety and depressive disorders” (p.l), 
although they pointed out it was too early to recommend it for general use in the NHS. 
However, NICE (2004) recently reported that “since the publication of NICE guidance on 
CCBT (NICE 2002), new evidence reporting positive results for CCBT with mild and 
moderate depression has emerged” (p. 17). Some preliminary findings even suggest that some 
forms of Computerised CBT (CCBT) for depression are as effective as therapist-led CBT 
(TCBT) (Dolezal-Wood et al., 1998; Osgood-Hynes et al., 1998; Selmi et al., 1990). 
However, one study found no difference between CCBT and ‘treatment as usual’ in an 
inpatient setting (Bowers, Stuart, MacFarlane, & Gorman, 1993), although it is difficult to 
interpret this finding due to a very small sample size (eight participants in each group) 
(McKendree-Smith et al., 2003).
In a systematic review, commissioned by NICE, of computerised therapy delivered alone or 
as part of a package of care, Kaltenhaler et al. (2004) concluded that “there is some evidence 
that CCBT is more effective than Treatment as usual (TAU) in the treatment of 
depression/anxiety” (p.80). They also reported that one particular CCBT, called ‘Beating the 
Blues’, is the most empirically supported computerised treatment for depression to date. 
Beating the Blues is one of the CCBTs that are administrated in its entirety by a computer 
and it is the subject of this dissertation.
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Applicability  -  "What works for whom"
Despite the demonstrated efficacy of CBT, not all clients benefit from it (Jacobson et al., 
1996; Kaltenhaler et al., 2004; Westbrook & Kirk, 2005; Whisman, 1993). In a large scale 
review of 30 systematic trials of TCBT for depression, it was found that 39-83% of patients 
obtained a full remission and 8-30% dropped out of treatment (Shaw & Segal, 1999). Full 
remission was defined as a score <= 6 on the Beck Depression Inventory (Beck, Ward, 
Mendelson, Mock, & Erbaugh, 1961) or Hamilton Rating Scale for Depression (Hamilton, 
1967). In a non-comparative study of 127 patients undergoing TCBT for depression in 
routine practice, only 52% of the patients improved (Westbrook & Kirk, 2005). Even for 
those who do improve in therapy, there are large individual differences in their response to 
the treatment (Dobson, 1989; Hardy, Shapiro, Stiles, & Barkham, 1998; Howard, Orlinsky, 
& Lueger, 1995).
Because of the limited and variable response to CBT, it is important to develop criteria to 
identify those for whom the treatment is most effective and for whom it would not be 
appropriate (Finfgeld, 1999; Hamilton & Dobson, 2002; NICE, 2002; Steketee & 
Chambless, 1992; Whisman, 1993). For example, is a specific therapy equally effective for 
different genders, social groups, age and manifestations of depression, or is perhaps 
psychopharmacological treatment more effective for a sub-group of patients? This 
information is needed to facilitate clinical decision making, service planning and patient 
choice (Hamilton & Dobson, 2002; NIMH, 1999) and is particularly critical given the 
scarcity of resources (Shepherd, 2003). In addition, the utilisation of less effective treatments 
can be detrimental to a client if this prevents the application of a more effective alternative 
(Rothwell, 2005).
Another concern is that a treatment may be under-utilised because it is assumed that it will 
not work for certain patient groups. For example, antidepressant medication without any 
psychological therapy used to be the recommended intervention for acute and severe 
depression. However, after research on the differential treatment effect in clients with severe 
depression demonstrated that CBT and medication can be equally effective (e.g. DeRubeis, 
Gelfand, Tang, & Simons, 1999), both treatments are now recommended for this patient 
group (NICE, 2004).
The above issues have generated considerable research interest, for which a number of terms 
and phrases have been used, including treatment-client match, aptitude x treatment 
interactions, “what works for whom”, moderators of efficacy, sub-group analysis and
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predictors of outcome research (PO). The latter will be used in the current study and will 
refer to the study of the moderating influence of pre-treatment client characteristics on 
treatment outcome.
In spite of the importance of PO research, there is currently a paucity of information about 
PO for CCBT (Kaltenhaler et al., 2004; McKendree-Smith et al., 2003; NICE, 2002). 
Because of the lack of information, the literature on traditional psychological therapies will 
be outlined to illustrate some of the methodological difficulties inherent in this type of 
research.
Predictors o f ou tcom e (PO) for psychological th erap ies
The literature on PO for psychological therapies is extensive and there are numerous 
suggestions that clinical and psychosocial variables (Hamilton & Dobson, 2002; Shea, Elkin, 
& Sotsky, 1999), and therapist characteristics (Keijsers et al., 2000), can moderate the 
efficacy of psychological therapies. The studies, however, frequently show inconsistent and 
even contradictory results (DOH, 2001; Ezquiaga et al., 2004; Hamilton & Dobson, 2002), 
and a variety of methodological difficulties are thought to be implicated. These include: 
capitalisation on chance, inadequate statistical power, ad-hoc selection of variables, omitting 
to control for pre-treatment depression, unrepresentative samples created by narrow 
exclusion criteria and se lf selection, completer sample instead of intention-to-treat analysis 
and lack of follow-up data (Chambless & Hollon, 1998; DOH, 2001; Ezquiaga et al., 2004; 
Hamilton & Dobson, 2002; Shea et al., 1999; Simon, 2002; Steketee & Chambless, 1992). 
Other problems include the omission of a control condition (Whisman, 1993) and an over­
emphasis on statistical significance (Smith & Sechrest, 1991) while neglecting to evaluate 
the effect size and clinical implications of findings. Some of the more critical problems will 
be discussed in more detail.
Limitations of the existing literature on PO 
Simple prediction versus differential outcome prediction
To distinguish the prediction of response to a specific treatment from simple prediction of 
improvement, it is necessaiy to compare the relationships of predictor variables in a 
randomised controlled trial (Whisman, 1993). For example, Sotsky et al. (1991) found that 
six pre-treatment variables predicted outcome across four different treatments (interpersonal 
psychotherapy, CBT, imipramine with clinical management and placebo with clinical 
management) and thus, these variables were not specific predictors of outcome to any of the 
treatments. Although, differential outcome prediction is the most useful for clinical decision
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making (Shea et al., 1999), most of the PO research to date concerns simple prediction only 
(Hamilton & Dobson, 2002),
Follow-up data
To date there is limited empirical information about the predictors of long-term outcome of 
TCBT and CCBT, and further research in this area has been recommended (Hamilton & 
Dobson, 2002). It can be argued that outcome data at follow-up is more important than at 
post-treatment, because it addresses the important clinical question whether or not treatment 
gains are maintained after treatment has finished (Shea et al., 1999).
Negative change
An often neglected component of research on psychological therapy is negative change, i.e. 
people whose clinical condition deteriorates after the start of treatment (Lunnen & Ogles, 
1998; McKendree-Smith et al., 2003; Mohr, 1995; Scogin et al., 1996). In one of rare 
examples, Westbrook and Kirk (Westbrook & Kirk, 2005) found that 5% of patients 
deteriorated following therapist-led CBT and although this result may have been unrelated to 
the treatment given, this cannot and should not be assumed. The study of negative change 
and its prediction is crucial to the selection of treatment and to ensure the safety of patients 
(Lunnen & Ogles, 1998).
Type I error -  Capitalisation on chance
Perhaps the most common methodological limitation to PO research studies is capitalisation 
on chance, also called Type I error. In the context of PO research, Type I error means that a 
statistically significant relationship is found between a pre-treatment variable and an 
outcome measure when in fact the relationship is spurious and due to statistical fluctuations. 
The study of ten or more predictor variables is not uncommon (Frank et al., 2002; Katon & 
Gonzales, 2002; Meyer et al., 2002; Sotsky et al., 1991; Sullivan et al., 2003), although the 
administration of two or more statistical tests without correcting for multiplicity of testing 
amounts to capitalisation on chance and can render the results meaningless (Cook, Gebski, & 
Keech, 2004). Type I error can have serious clinical implications for patient care because 
this research could lead to the exclusion of subgroups of patients from potentially beneficial 
treatments (Rothwell, 2005; Steketee & Chambless, 1992). For example, in the hypothetical 
situation that a spurious relationship between gender and differential outcome was found and 
this suggested that female patients responded better to CBT than male patients, then it is 
possible that male patients would be referred less often to CBT
To reduce the probability of Type I error, it has been recommended that only a small number 
of predictor variables are tested in each individual study (Assmann, Pocock, Enos, & Kasten,
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2000; Rothwell, 2005; Steketee & Chambless, 1992). However, the literature on PO suggests 
that there are over 175 categories of client characteristics that can predict differential 
outcome to psychotherapy (Beutler, 1991) and there is a little robust empirical evidence or 
theoretical guidance to help researchers make a selection. Another solution would be to use 
very large sample sizes, but this approach is rarely feasible because of the high cost of 
conducting clinical trials. Another approach is to use statistical strategies to control for Type 
I error (e.g. Bonferroni correction), but this approach creates equally serious problems such 
as Type II error and is not recommended (Cohen, 1990; Pemeger, 1998).
Type II  error -  Lack of statistical power
The lack of statistical power (Type II error) is also a very common limitation to PO research 
(Cook et al., 2004; Maxwell, 2004; Pocock, Assmann, Enos, & Kasten, 2002; Rothwell, 
2005; Smith & Sechrest, 1991; Steketee & Chambless, 1992). In this context, a Type II error 
means that a statistical test of the relationship between a specific variable and an outcome 
measure fails to reach significance when in fact there is a true relationship. Like for the Type 
I error, it can also have serious clinical implications by denying a sub-group of patients more 
effective treatments. For example, in the hypothetical case that people with a lower 
educational level benefit more from behavioural therapy than cognitive behaviour, this 
differential treatment effect may be missed in an empirical investigation unless there is 
adequate statistical power and if so, there would be no data to suggest the most effective 
treatment for people with a lower educational level. This problem is not easy to solve. For 
example, multiple regression-correlation analysis is commonly used, but redundancy among 
the predictor variables in relation to criterion relevance increases the standard error of partial 
regression and correlation coefficients, and thus also increase the risk of Type II error 
(Cohen, 1990). The most frequent recommendation is to obtain a veiy large sample size 
(Maxwell, 2004), approximately 100 patients per treatment group (Chronbach & Snow, 1977 
cited in: Smith & Sechrest, 1991) and 5 to 25 participants per predictor or control variable (if 
using multiple regression analysis) (Steketee & Chambless, 1992). In addition, research on 
PO is usually done as a subsidiary analysis to a treatment outcome study and it is therefore 
rarely statistically powered to detect predictor effects of pre-specified magnitude. As a result, 
the majority of investigations into PO have statistical power only to detect large predictor 
effects (Cook et al., 2004).
Replication
To avoid limitations to research findings, such as Type I error, it is strongly recommended 
that findings are replicated (Shea et al., 1999; Steketee & Chambless, 1992). Indeed, 
Rothwell (2005) stated that “the best test of validity of subgroup analysis is not significance
PsychD (Clinical Psychology) 238
Major Research Project
but replication” (p. 182). Cohen (1990) reported “despite widespread misconceptions to the 
contrary, the rejection of a given null hypothesis gives us no basis for estimating the 
probability that a replication of the research will again result in rejecting that null 
hypothesis” (p. 1307). Also, Rothwell (2005) stated that “anticipated subgroup-treatment 
effect interactions that are underpowered but reproducible are more reliable than 
unanticipated interactions no matter how significant” (p. 183). Thus, replication is essential 
for the determination of the generalisability of the results.
However, there is a paucity of PO replication studies (Steketee & Chambless, 1992) and to 
the author’s best knowledge, there is not a single example in the literature of a 
methodologically sound study designed to replicate an earlier PO study. In fact, the 
methodology adopted by researchers varies so widely “that obtaining consistent findings 
becomes unlikely” (Steketee & Chambless, 1992, p.388). An optimal replication study needs 
to employ a similar treatment protocol, methodology, outcome measures and target 
population as the original study to rule out the effect of extraneous variables (Hamilton & 
Dobson, 2002; Steketee & Chambless, 1992). For example, the magnitude of clinical 
efficacy is partly determined by the kind of outcome measure used (Ogles, Lambert, & 
Sawyer, 1995). However, the dearth of such replication studies in the literature is 
understandable given the costs associated with high quality clinical research and the likely 
difficulty of attracting funds for a repeat study rather than original research.
The m ethodological stra tegy  o f th e  current study
The present study was designed to avoid the limitations of previous research as outlined 
above. In addition to the inclusion of a large sample, a randomised controlled design and 
follow-up data, some of the methodological difficulties are avoided by adopting a new 
analytic method, called the Integrated Exploratoiy and Confirmatory Method, which is fully 
described in Appendix 16 (p.304). Before describing the selection of predictor variables, a 
critical issue in relation to the control of Type II error will be discussed in more detail.
The problem of determining the target effect size?
When planning a study it is necessary to determine the smallest sample size needed in order 
to have sufficient statistical power to detect a meaningful effect size (Cohen, 1990; Tenth, 
2001; Rutledge & Loh, 2004). Before this can be done, however, one needs to decide what 
magnitude of effect is meaningful and what is meant with meaningful.
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In relation to prediction of outcome, the meaningfulness of an effect can be understood in 
terms of its influence on clinical decision making as illustrated by Steketee and Chambless’ 
(1992) questions:
“’’When is a statistically significant predictor important enough to warrant change in 
treatment method for a particular subgroup of patients?” (p.396)
“How poor must a patient’s prognosis be before we steer him or her away from a 
treatment method?” (p.396)
For example, if it is estimated that men are as likely to benefit from CCBT as from TAU, 
then this interaction effect of gender may be considered large enough to recommend another 
more active treatment than CCBT for men. On the other hand, if both women and men 
benefit from CCBT compared with TAU, but women are to some degree more likely to 
benefit from CCBT than men, then this interaction effect may be not be large or important 
enough to affect clinical decision making.
A problem for the current study, and for predictors of outcome research in general, is that 
there is a dearth of literature on meaningful size of differential treatment effect and there is 
no guidance as to for what effect size to aim. In addition, the meaningfulness of a certain 
effect size metric may differ between different variables, the measures of the variables and 
the methodology of the study. Two approaches were adopted to address the problem in the 
current study. First, Cohen’s (1988) general classification of effect sizes into small, medium 
and large effect was adopted. Cohen (1988) recommended that this classification is used 
when the target effect size is not known. It should be noted, however, that Cohen’s 
convention was not devised specifically for the interpretation of PO research and it is only a 
rough guide to what different magnitudes of effect may signify (Howell, 1992). Second, 
some foundation research will be done to explore what of Cohen’s categories may be the 
most clinically meaningful for the predictor variables included in the current study.
Which of Cohen's (1988) categories should be chosen as the target 
effect size?
An extraordinarily large sample size would be required to have sufficient statistical power to 
detect a small effect size according to Cohen’s (1988) classification. In relation to the 
methodology of the current study, a minimum of 600 participants is needed. The cost of such 
a study would be considerable and given that is not known whether or not a small effect size 
is of clinical or practical significance, the exercise would be economically and ethically 
dubious. On the other hand, the ability to detect only a large effect size is in general viewed
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as inadequate in the literature. For these reasons, a medium effect size was the target for the 
current study. Cohen (1992) stated that a medium effect size represents “an effect likely to 
be visible to the naked eye of a careful observer” (p. 157).
Post-hoc exploration of the meaningfulness of different effect sizes
The assumption that an effect of medium is meaningful will be explored in the current study 
in two ways. First, a subjective exploration of the clinical meaningfulness of all the observed 
interaction effects of the predictor variables (irrespective if they are clinically significant or 
not) will be carried out as if they were true population effect. The importance of studying 
effect sizes is emphasised in the literature (Cohen, 1990; e.g. Fidler et al., 2005; Rothwell, 
2005; Vacha-Haase & Thompson, 2004) and Cohen (1990) pointed out that “the primary 
product of a research inquiry is one or more measures of effect size, not p  values” (p. 1310). 
Second, the relationship between predictor variables and negative change to CCBT will be 
examined. Negative change is defined as a deterioration with one point or more on the Beck 
Depression Inventory-II (Beck et al., 1996; Scogin et al., 1996). It is argued here that if any 
of the variables appears to be associated with negative change, it demands further 
investigation whether or not the association is statistically significant. It is hoped that these 
exploratory analyses will provide some foundation research into meaningfulness of various 
levels of differential effect size.
The se lec ted  predictor variab les
The rationale for the selection of variables is outlined in Appendix 16.
Diagnostic and course variables 
Severity of depressive symptom s
Evidence regarding the effect of severity of depression at pre-treatment on the efficacy of 
psychological therapy is equivocal (DOH, 2001; Hamilton & Dobson, 2002; Robinson, 
Berman, & Neimeyer, 1990). Some reviews suggest that the more severe depression at pre­
treatment, the poorer outcome of CBT (Elkin et al., 1995; Sotsky et al., 1991; Whisman, 
1993). It has also been suggested that treatments which do not involve a therapist may be 
less effective for severe depression (Jacobs et al., 2001; Scogin et al., 2003). However, this 
effect may not be specific to CBT because there is empirical data to suggest that CBT can be 
as effective as antidepressant medication for moderate to severe depression (Barlow, 2004; 
DeRubeis et al., 2005; Hollon et al., 2005).
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Lifetime duration of depression/anxiety  problem s
Evidence of the effect of chronicity on depression in the efficacy of psychological therapy is 
mixed (DOH, 2001), however, there is some suggestion that patients with chronic depression 
may respond less well to CBT (Hamilton & Dobson, 2002; Shaw & Segal, 1999).
Duration of current episode
There was limited research on the duration of current episode, but there is some suggestion 
that a briefer duration is associated with better response to a range of treatments for 
depression (Shaw & Segal, 1999; Sotsky et ah, 1991).
Co-morbidity
There is a paucity of research on the effect of co-morbid conditions on the efficacy of 
psychological treatments for depression (Enns et al., 2001; Hamilton & Dobson, 2002), 
which is partly the result of a common practice to exclude patients with co-morbid 
conditions (Aikins, Hazlett-Stevens, & Craske, 2001; Westen & Morrison, 2001; Westen et 
ah, 2004). In addition, “most evidence [on the effects of co-morbidity] is gained from post- 
hoc analysis rather than planned experiment” (DOH, 2001, p.28).
Anxiety symptoms
As mention above under “Classification of depression”, over half of people with depression 
also suffer from anxiety, but evidence for the influence of co-morbid anxiety symptoms on 
the efficacy of psychological therapy for depression is mixed (Enns et ah, 2001). There is 
some suggestion that elevated anxiety symptoms at pre-treatment may reduce the 
effectiveness of CBT for depression (Hamilton & Dobson, 2002).
Severity o f general psychopathology
There is preliminary evidence to suggest that general symptom severity and impairment in 
functioning as measured by the Global Assessment Scale (GAS, Spitzer, Gibson, & Endicott, 
1973) can predict differential response to CBT and antidepressant medication (Shea et ah, 
1999). Antidepressant medication was superior for the more severely impaired (<50 on the 
GAS).
Demographic variables
A  range of demographic variables are included in the current study because of their 
suggested potential to moderate the response to psychological therapy (Hamilton & Dobson, 
2002; Robinson et ah, 1990; Shea et ah, 1999). For example, there is ample evidence to 
suggest that the prevalence, course and phenomenology of depression, and response to 
antidepressants, differ between genders (Komstein, 2003; Kuehner, 2003; Thorpe, Whitney,
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Kennedy, & CANMAT Depression Work Group, 2001). It may be that there are also gender 
differences in response to psychological treatment. In some support of this suggestion, one 
study found that problem-solving therapy for depression was superior to placebo for men, 
but not for women (Katon et al., 2002). It has also been suggested that educational level may 
“affect whether CCBT is an appropriate treatment” (NICE, 2002, p. 17). However, there is a 
paucity of methodologically sound research on the effect of demographic variables, apart 
from marital status, and the findings are mixed (Hamilton & Dobson, 2002; Thase et al., 
2000; Whisman, 1993). Married patients were found to respond better to CBT than 
unmarried patients. Recently, the need to include demographic variables in research on PO to 
CCBT has been emphasised (Kaltenhaler et al., 2004; NICE, 2002).
Other variables
Work and social functioning
There is some suggestion that work and social functioning at pre-treatment can predict 
differential outcome, the better functioning the better response to CBT (Shea et al., 1999; 
Sotsky et al., 1991).
Attributional Style
Attributional style refers to habitual ways in which people explain positive and negative 
events in their life (Higgins & Hay, 2003). There is some support for the suggestion that 
CBT partly works by facilitating a more adaptive attributional style (Whisman, 1993), and 
that attributional style can predict outcome of CBT for depression (Neimeyer & Weiss, 
1990).
Treatm ent expectancies
Patient expectations of improvement have been found to be related to psychotherapy 
outcome (Noble, Douglas, & Newman, 2001) and it is estimated that up to 15% of 
improvement in psychotherapy is attributable to such patient expectations (Lambert, 1992 
cited in: Joyce, Ogrodniczuk, Piper, & McCallum, 2003). With regard to CBT in particular, 
there is evidence to suggest that clients’ commitment to the treatment rationale is related to 
positive therapeutic outcome (Illardi & Craighead, 1994; Shaw & Segal, 1999). For example, 
Morrison and Shapiro (1987) found that client’s ratings of treatment credibility in the second 
session were associated with clinical improvement in CBT. However, another study found 
that the predictive effect was not specific to CBT, but also related to psychopharmacology 
and clinical management plus placebo (Meyer et al., 2002).
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Nevertheless, treatment expectancy has been raised as a possible important predictor of 
response to self-help treatments (Hamilton & Dobson, 2002) and one study found that the 
more logical treatment appeared to patients, the better response to a part-computerised 
psychological intervention for depression (Osgood-Hynes et al., 1998).
Prior use of com puters
Negative attitude to computers have been found to be related to worse performance on 
computerised attention tasks in people with depression (Weber, Fritze, Schneider, Kuhner, & 
Maurer, 2002).
Psychotropic medication
CBT has consistently been found to be more effective than control conditions, such as TAU 
without antidepressant medication (Blackburn, 1995; Strunk & DeRubeis, 2001). In addition, 
there is evidence to suggest that CBT is as effective as antidepressant medication (DeRubeis 
et al., 1999) and the findings with regards to the benefit of combining antidepressant 
medication with psychological therapy (Oei & Yeoh, 1999; Segal, Kennedy, & Cohen, 
2001).
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AIMS
The aim of the present dissertation is to advance the knowledge about the applicability of 
one form of computerised cognitive-behavioural therapy for depression. To the author’s best 
knowledge, it is the first dedicated study of predictors of outcome to computerised treatment 
and one of the few studies of predictor of outcome to psychological therapy to employ a 
randomised controlled design and to examine both post-treatment and follow-up outcome. It 
also aims to contribute to the literature by pioneering an analytic method that addresses some 
of the methodological difficulties inherent in predictors of outcome research.
P ossib le  relationsh ips b etw een  predictor variab les and ou tcom e
1. It is possible that for people with more severe depressive symptoms at intake, the benefit 
of CCBT+TAU over TAU will be smaller.
2. For people with a shorter current episode of depression, the benefit of CCBT+TAU over 
TAU may be larger.
3. For people who have suffered from emotional problems for a relatively shorter period of 
time, the benefit of CCBT+TAU over TAU may be larger.
4. It is possible that the benefit of CCBT+TAU over TAU will be larger for people with 
less severe psychopathology.
5. It may be that the benefit of CCBT+TAU over TAU will be larger for people with less 
symptoms of anxiety.
6. It is possible that the benefit of CCBT+TAU over TAU may be larger for married 
people.
7. It is possible that the benefit of CBT over TAU will vary between genders.
8. It may be that the benefit of CCBT+TAU over TAU is larger for people with a higher 
educational level.
9. The benefit of CCBT+TAU over TAU may be larger for people who experience less 
work and social dysfunction.
10. It is possible that the benefit of CBT over TAU will vary according to attributional style.
11. For people with a positive attitude to CCBT+TAU, the benefit of CCBT+TAU over 
TAU may be larger.
12. The benefit of CCBT+TAU over TAU may be larger for people with prior computer 
experience.
13. It is possible that the benefit of CCBT+TAU over TAU will be larger for people who do 
not use psychotropic medication.
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METHOD
The description below of the design, participants and treatment groups is adapted from the 
detailed account of the trial by Proudfoot, Ryden, Everitt, Shapiro et ah (2004), see 
Appendix 17 (p.306).
D esign and m ethod of random allocation
The study used an independent samples experimental design. A common protocol was 
conducted at eleven general practices in London and the Southeast with a prospective, 
restricted random assignment to Computerised Cognitive-Behavioural Therapy (CCBT) and 
treatment as usual (TAU) or TAU only (the control group). Stratification with blocks was 
used to balance the random allocation in terms of Duration of current episode, Drug status 
(ongoing prescription of anti-depressant or anxiolytic at intake) and research site. 
Randomisation was achieved by shuffling envelopes with allocation cards in them by hand. 
The allocation sequence was concealed from the research nurses who enrolled the patients.
Participants
The target population was primary care patients aged 18-75 years suffering from depression 
and/or anxiety as diagnosed by a general practitioner (GP) and who scored at least 4 on the 
General Health Questionnaire (GHQ, Goldberg, 1972) and at least a full scale score of 12 on 
the computerised version of the Clinical Interview Schedule-Revised (CIS-R, Lewis, 1994).
Recruitment took place at each surgery for a number of weeks until a pre-specified quota of 
participants had been reached. The quota was determined by the management of the 
surgeries based on how many participants they could accommodate. On the recruitment 
days, three methods were used to identify all eligible patients who visited the surgery: 1) 
screening with the GHQ in the waiting room; 2) search of the medical records to identify 
patients who may fulfil the eligibility criteria; 3) direct referral from GP.
The exclusion criteria were: ongoing psychotherapy or counselling for depression/anxiety, 
currently taking anti-depressant or anxiolytic medication continuously for >= 6 months, 
active suicidal ideation, current or lifetime diagnosis of psychotic or organic mental 
disorders, alcohol and/or drug dependence, inability to read or write English and being 
unable to attend 8 sessions at the surgery. As the PO analyses focussed on depressive 
symptoms, patients with a baseline BDI-II score < 1 0  were removed from the data set 
because this low score suggested that they were not depressed (Beck et al., 1996). In
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addition, it would be difficult to measure improvement in depressive symptoms on the BDI- 
II because of the floor effect (Westbrook & Kirk, 2005).
The target size was 269 participants; the sample size calculation is presented after the 
discussion of the analytic method further below.
In terven tion s
Treatment as usual (TAU) -  Control treatment group
Before randomisation, all participants met with their GP who decided on a treatment plan 
according to usual practice. The study did not impose any constraints on the treatments 
offered and the treatment plan could include any one or a combination of the following: 
psychotropic medication, GP support, practical/social support and referral to a mental health 
professional (e.g. psychologist, psychiatrist, psychiatric nurse or counsellor).
Computerised Cognitive-Behavioural Therapy (CCBT)
Patients allocated to CCBT were offered Beating the Blues (BTB, an interactive multimedia 
computerised Cognitive-Behavioural Therapy package), in addition to the treatments offered 
in the pre-randomisation plan. However, as agreed by the participants before randomisation, 
if face-to-face counselling or a psychological intervention formed part of their pre­
randomisation plan, this offer was replaced by the BTB treatment for the duration of the 
study unless they chose to conclude their involvement in the trial. For patients allocated to 
TAU, the pre-randomisation treatment plan remained unchanged and no further treatments 
were offered as part of the research protocol. The purpose of this design was to try to create 
two groups whose treatment and service experience only differed in terms of being the 
recipient of BTB or not, and thus minimise confounding variables in the interpretation of the 
results.
The BTB intervention consists of a 15-minute introductory video followed by eight weekly 
sessions of about 50 minutes each (Proudfoot et al., 2004, www.ultrasis.com), see Table 33. 
The intervention is administrated in its entirety by a computer. The client communicates with 
the computer by typing in natural English language on a keyboard and clicking on the screen 
with a trackball and the computer responds to client input and guides the session via video, 
animation, voice, text on screen and print-outs. The session material and weekly homework 
projects are determined real time on the basis'of interactions between the computer and the 
patients and tailored to the patients’ specific needs and wishes. In the current study, each 
patient received the therapy individually in a treatment room at their local GP surgery with
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no other person present. One or two practice nurses with no psychiatric training at each 
surgery showed the patients how to use the program and organised the appointments with the 
computer. The nurses were also on call in another room in case the patient needed any 
assistance, e.g. the printer running out of paper or the patients forgot their password or had 
problems with any part of the session. In addition, if a patient reported suicidal ideation 
during therapy, the computer directed the patient to contact the research nurse who was 
instructed to contact one of surgery doctors without delay.
Contact between the nurse and patient was encouraged to be no more than 5 minutes before 
and after the session to avoid any confounding effect from nurse contact. In addition, the 
nurses were instructed not to engage in any discussion or small talk with the patient apart 
from what was necessary to carry out the above tasks. After each session, the computer 
printed a progress report consisting of the patient’s one-item Likert scale measures of 
depression, anxiety and suicidal ideation. One copy was given to the patient and another one 
was given to the patients’ GP. The patient was also given print-outs with homework tasks 
and reading material at the end of each session.
Table 33. Structure of the Beating the Blues computerised CBT program.
Session Cognitive components Other components Behavioural components
1 Video: Introduction to 
therapy
2 Problem definition
3 Automatic Thoughts Patient chooses activity 
Scheduling or Problem- 
Solving according to 
specific problems
4 Thinking Errors and 
Distraction
(continued)
5 Challenging Unhelpful 
Thinking
Patient is introduced to 
remaining technique 
Take note of success
6 Core Beliefs (continued)
7 Attributional Style Patient chooses according to
specific problem: Graded 
Exposure, Task Breakdown 
or Sleep Management
8 (continued) (continued)
9 Action planning and conclusion
Adapted from Proudfoot, Ryden, Everitt, Shapiro et al. (2004)
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M easures
All multiple-item scales employed in the study are widely used standardised measures with 
satisfactory psychometric properties. The numbers of measures were also limited to keep the 
time demanded to complete the battery measures to approximately 30 minutes so to 
maximise the completion rate.
Dependent measures
Outcome was measured with the Beck Depression Inventory-II (BDI-II, Beck et al., 1996), a 
21-item measure of the severity of depressive symptomatology. The higher score, the higher 
severity. It was administered at 2- and 8-month post-randomisation. The Cronbach’s alpha at 
intake was 0.88. In addition, an index called “Negative change” was used to reflect outcome. 
It is defined as: (follow-up BDI-II minus pre-treatment BDI-II) > one standard error of 
measurement of the BDI-II (approximately one score point) (Scogin et al., 1996).
Independent measures  -  Predictor variables
All the independent measures were obtained at the pre-treatment stage.
Diagnostic and course variables
The severity of depressive symptoms is measured by the BDI-II (Beck et al., 1996). As can 
be noted, the BDI-II is used both as a predictor variable and as an outcome variable. The 
hypothesis tested here is that initial depression severity will predict a differential response to 
BTB in terms of post-treatment depression severity.
Severity of depression is also assessed by a single question about non-active or past suicidal 
ideation (1: past suicidal ideation or stating that ‘life is not worth living, 2: no previous or 
current suicidal ideation). It should be noted that primary care patients with active suicidal 
ideation were excluded from the study.
The chronicity of the presenting emotional problems is measured by the duration of 
anxiety/depression problems (1: < 1 year, 2: >= 1 year) and treatment history (1: received 
treatment for anxiety and depression in the past; 2: others).
The duration of the current episode is measured by a single question whether or not the 
episode has lasted for less or more than 6 months (1: <=6 months, 2: >6 months).
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Co-morbidity
Co-morbidity is investigated by assessing anxiety, which is the most common condition co­
existing with depression, and severity of general psychopathology.
Severity of general psychopathology is measured by the Clinical Interview Schedule-Revised 
(CIS-R, Lewis, Pelosi, Araya, & Dunn, 1992). This study used a computerised version of the 
CIS-R, which has been found to be psychometrically equivalent to the one administered by a 
human (Lewis, 1994). A measure of internal reliability was not available for the CIS-R 
because item values were not accessible. However, the CIS-R is considered to have good 
reliability and other psychometrics properties (Lewis et al., 1992).
Co-morbid anxiety disorders is determined by an ICD-10 diagnosis as assessed by the CIS-R 
(1: depression, 2: mixed anxiety and depression; 3: anxiety). The severity of the anxiety 
symptoms is measured by the Beck Anxiety Inventory (BAI, Beck & Steer, 1990). The BAI is 
21-item measure of the severity of anxiety symptoms. The Cronbach’s alpha at intake was 
0 .88 .
Demographic variables
The following demographic information was elicited: Age, Relationship status (1: 
married/cohabiting, 2: single), Education (1: <13 years education, 2: >=13 years education), 
Gender, Employment status (1: employed, 2: others) and Ethnicity (eight categories).
The cut-off of 13 years of education was chosen as it separated people with higher education 
from the rest of the group. The Relationship status variable was dichotomised rather than 
split up in different nominal levels, such as married, co-habiting, divorced and widowed, to 
maintain adequate cell sizes. This dichotomy has been used by other researchers. For 
example, Thase et al. (2000) found that being or not being in an intimate relationship 
predicted differential outcome to psychological therapy.
Other variables
Work and social functioning is measured by the Work and Social Adjustment Scale (WSA, 
Mundt, Marks, Shear, & Greist, 2002). The WSA is a 5-item 8-point Likert assessment of 
the degree to which a person’s problems interfere with their ability to work, home 
management, social life, private leisure and relationships. The higher score, the more 
interference. The Cronbach’s alpha at intake was 0.85.
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Attributional style is measured by the Attributional Style Questionnaire (ASQ, Peterson et 
a l, 1982). The ASQ yields two sub-scale scores, CoNeg and CoPos, representing the degree 
of adaptive attributional style in relation to six negative and six positive hypothetical 
situations. The higher CoNeg, the less adaptive is attributional style. The higher CoPos, the 
more adaptive is style. The Cronbach’s alphas at intake were 0.77 (CoNeg) and 0.66 
(CoPos).
Treatment expectancy is assessed by the Treatment Expectancy measure (TE) consisting of 
two 1-item 9-point Likert scales. The questions are: 1) How logical does your type of 
treatment seem to you? (TE-1); 2) To what degree do you expect the treatment to work? 
(TE-2) The higher score, the more positive treatment expectancy.
Other variables are 1-item questions about Computer use (1: used a computer before, 2: 
others) and current psychopharmacological treatment (Drugs, 1: a prescription of anti­
depressant or anxiolytic medication at intake, 2: others).
Interna! consistency
All but one of the scales demonstrated good observed internal consistency as measured by 
Cronbach’s alpha (>.7, Kline, 1993). The results on the measure CoPos need to be 
interpreted with caution given its borderline observed internal consistency of .66.
Procedure
One or two general medicine practice nurses were recruited at each of the eleven 
participating primaiy care practices. The nurses received a half-day training in the CBT 
underpinnings of BTB, how to run the trial and regular on-site supervision throughout the 
trial. In addition, regular liaison was maintained with the practice managers and medical staff 
about the progress of the study.
After a client had been identified as a potential candidate (see above under “Participants”), 
the GP saw the client and completed a form to document the inclusion and exclusion criteria 
(Appendix 18, p.304). After seeing the GP, the client saw one of the research practice nurses 
who administered the CIS-R, the GHQ (if it had not already been completed) and informed 
them about the study. The nurses documented each step of the process (see Appendix 19, 
p.310). If the client agreed to participate in the study, she/he was asked to complete a written 
consent form (Appendix 20, p.311). After the form was completed, the research nurse 
selected the first allocation envelope in a pre-set sequence (see above under “Design and
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method of random allocation”) and notified the client about what treatment she/he would be 
offered. Lastly, the nurse administered the pre-treatment measures and the participants in the 
BTB+TAU group were shown the 15-minute introductory video.
The BTB+TAU participants returned to respective primary care practice eight times to 
receive the treatment (as described above under “Computerised Cognitive-Behavioural 
Therapy (CCBT)”). In addition, participants from both BTB+TAU and TAU came to the 
surgery on two additional occasions to complete a batch of follow-up questionnaires, 
including BDI-II at 2-month and 8-month post-randomisation. Drop-out from the computer 
treatment was automatically recorded by the computer. It should be noted that there are other 
aspects of the research protocol that are not mentioned here because they are not relevant to 
the current study (see Proudfoot et al., 2004).
Analytic stra teg ies
Integrated Exploratory and Confirmatory Method (IECM)
In Appendix 16, the background to the two-stage data-analytic strategy adopted by the 
current study, named the Integrated Exploratory and Confirmatory Method (IECM), is 
discussed. It comprises an exploratory stage to identify promising predictor variables, 
followed by a confirmatory stage to test the hypotheses that the variables have a significant 
differential effect on outcome.
Two similar data sets, one for use in each stage of the analysis, were created by random 
allocation and stratification by Treatment group, Drug Status and Current Episode. Both data 
sets will be subjected to the same statistical analyses and therefore this two-stage method 
will also provide a form of internal replication between near identical samples with regards 
to treatment protocol, study design and patient characteristics.
Determination of alpha
Alpha was set to 0.10 in both stages to ensure adequate statistical power and to avoid Type II 
error. In exploratory research, an alpha of 0.10 is generally considered to be acceptable and 
the use of multiple test procedures (such as Bonferroni correction) is not recommended 
(Bender & Lange, 1999; Cohen, 1990). In confirmatoiy research, an alpha of 0.10 is usually 
unacceptable because of capitalisation on chance (Type I error). In the current study, there 
are three main reasons why an alpha of 0.10 is also used in the confirmatory stage. First, 
Type I error was controlled by the internal replication resulting from conducting the same 
analysis on two identical samples. In order for a variable to be considered to be statistically
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significant overall, it had to been statistically significant in both stages. The statistical 
reasoning is based on the fact that if the probability of an event is ‘a’, then the probability of 
observing the event twice in two independent studies is equal to ‘a times a’. Second, it has 
been suggested that for predictors of differential outcome research a reduction of alpha to .10 
can be justifiable (Smith & Sechrest, 1991) and, as discussed in the introduction, “the best 
test of validity of subgroup analysis is not significance but replication” (Rothwell, 2005, 
p. 182). Third, the same alpha was used by the National Institute for Mental Health Treatment 
of Depression Collaborative Research Program (Sotsky et al., 1991), which is one of the 
most cited and influential research papers on prediction of differential outcome.
Traditional analysis
For interest, a more traditional predictor analysis (partly modelled on Sotsky et al., 1991) 
was carried out in addition to the IECM and the results were contrasted. Without controlling 
for multiplicity of testing, the same statistical tests that were carried out in the exploratory 
stage in the IECM were also carried out on the whole sample in the traditional predictor 
analysis. Like for the Sotsky et al. study, the outcome of this traditional analysis has to be 
considered to be exploratory in nature given the capitalisation on chance.
Statistical an alysis
All statistical analyses were carried out on SPSS 11 (SPSS Inc., 2003) according to a pre­
planned analysis plan. Identical sets of analyses were conducted at 2-month post­
randomisation (also the post-treatment point for the BTB+TAU group) and at 8-month post­
randomisation.
There are twenty-one predictor variables and thus, twenty-one interaction terms will be 
tested in the exploratory stage. The number of tests in the confirmatory stage will be 
determined by the outcome of the exploratory analysis and it is discussed in the Result 
section below.
The recommended analysis of PO is to use statistical tests of interaction (Altman et al., 2001; 
Assmann et al., 2000). All predictor analyses included pre-treatment BDI-II (preBDI) as a 
covariate as recommended by Hamilton and Dobson (2002). Participants were included in 
the analyses whether or not they completed their respective treatments. The statistical 
significance of the interaction term “Treatment-Group x Predictors” was tested with the F  
statistics in the following General Linear Model (GLM):
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Y = bo+ £>i*preBDI + ^ ‘ Treatment + ^ P red ic to r + ^ (T re a tm e n t x Predictor)
Continuous predictor variables were examined with scatterplots to assess the possibility of a 
non-linear relationship with outcome rather than the assumed linear one. Considerations 
were made of the statistical assumptions underlying the GLM whilst noting that the GLM is 
a very robust statistical producer even when the assumptions, such as normality and 
homogeneity of variance, are violated (Howell, 1992).
Magnitude of effect size is appraised according to Cohen’s (1988) convention. The main 
predictor effects for each treatment arm are described with semi-partial correlation (rsp) for 
continuous predictors and with regression coefficients {b) for categorical predictors. The 
effect size of the interaction term is described by partial eta squared {riP2) and the confidence 
interval around it was calculated according to a method described by Smithson (2001); the 
rational for using rjp2 is described in Appendix 21.
Eighty-percent confidence interval for effect sizes was used according to Cohen’s (1990) 
recommendation. It should be noted that for this type of confidence interval, the lower limit 
cannot be less than 0 and the statistics cannot be used to infer statistical significance. Ninety- 
five-percent confidence intervals are used for statistics that can infer statistical significance.
Sam ple s iz e  ca lcu lations and sta tistica l pow er
The sample size was determined to achieve an adequate statistical power to detect a medium 
effect size according to Cohen’s convention (1988). It was calculated using GROWER (Paul 
& Erdfelder, 1992). Based on an alpha of 0.10 (rationale given above) and assuming equal 
sample size in the two groups, at least 101 participants are required to have an 80% chance 
of detecting a medium differential treatment effect (partial eta square, r}p2 = .06). A statistical 
power of .80 is considered to be an adequate size of power (Cohen, 1992), The study design 
demanded two equal-sized groups of participants (further discussed under ‘Analytic 
strategies’ below) and therefore the total required sample size is 202. Allowing for a 25% 
attrition rate, the target sample size is 269 participants.
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Research ethical consideration
Ethics approval
Approval was sought by Dr Proudfoot to use the trial data for a range of research projects, 
including the present one. Ethics approval was obtained from the ethics committee of the 
Institute of Psychiatry, King’s College London, the South Thames Multiple Research Ethics 
Committee (Appendix 22) from Kent and South East LREC and Barnet LREC (Appendix 
23).
Data integrity
All completed paper questionnaires were kept in a locked cupboard at respective primary 
care practice for a short period of time before being collected by a member of a research 
team and moved to the Institute of Psychiatry to be entered into a database. To protect the 
anonymity of patients, all research data were recorded without any identifying information. 
A client identifier code was used to identify and marry the different pieces of information 
pertaining to each individual participant. The database, all completed paper questionnaires 
and the key to the code were kept in secure conditions at the Institute of Psychiatry and only 
known to the author and Dr Proudfoot. Trial data kept on the research computers at the 
primary care surgeries were encoded and could only be accessed with a password.
The author's contribution
The author’s contribution is outlined in Appendix 16 (p.304), and attested in Appendix 25 
(p.321) and Appendix 26 (p.304) by the author’s two field research supervisors, Emeritus 
Professor Jeffrey Gray and Dr Judy Proudfoot.
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RESULTS 
Participant flo w
As can been seen from Figure 10, a total of 502 patients from nine practices were assessed 
by their GP to be eligible for inclusion in the study; the number of eligible patients were 
unknown for two practices. Of these patients, 132 declined to participate and 96 scored 
below the threshold on the CIS-R leaving 274 participants to be randomly allocated to the 
two treatments.
Because of human error, the baseline data for 12 cases in each treatment condition were lost. 
In addition, 2 cases were lost because the participants failed to complete the pre-treatment 
questionnaires as required. The loss of data was non-systematic and appeared to be 
independent of patient characteristics. Ten patients with a baseline BDI score < 1 0  were 
excluded for the purpose of this study because these patients are considered to be non­
depressed (Amau, Meagher, Norris, & Bramson, 2001; Beck et al., 1996; Dozois, Dobson, & 
Ahnberg, 1998). In addition, not all participants contributed outcome data and thus the 
sample size at 2-month post-randomisation is 175, and at 8-month post-randomisation is 167. 
Despite the fact that the total number of participants employed in the analyses fell short of 
the target of 202, it can be seen from Table 37 that there appears to be sufficient observed 
statistical power to detect approximately a medium sized interaction effect (rjp2 = .06).
Reason for not contributing data a t follow-up
The data attrition rate was similar in the two treatment arms (at 2-month: 21% and 31%, and 
at 8-month: 27% and 31%, for TAU and BTB+TAU respectively). The reported reasons for 
not contributing data at follow-up included difficulties with attending the surgeiy due to a 
change in circumstances (15%), physical ill-health (15%), moving of out the GP catchment 
area (10%), not wanting to continue because they no longer suffered from depression/anxiety 
(10%) and not wanting to continue because they were unhappy with treatment (10%). The 
latter group of people did not offer any further explanation for their unhappiness with the 
treatment. For about 35% of the cases, the reasons are unknown.
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Figure 10. A diagram of participant flow (adapted from Proudfoot et al., 2004).
Pre-treatment
2-month post-randomisation
i-month post-randomisationn = 86 
Lost to follow-up: 4 0 0
n = 81 
Lost to follow-up: 3 1 c
n = 86 
Lost to follow-up: 4 0 0
n = 89 
Lost to follow-up: 2 3 0
BTB+TAU
n = 146
TAU
n = 128
Excluded n = 228 
CIS-R <12:96 
Declined: 132a
Random allocation to 
treatment 
n = 274
n = 1266 
Lost (human error): 12 
Lost (incomplete BDI): 2 
BDI <10: 6
n = 112b 
Lost (human error): 12 
BDI < 10:4
Patients referred by GP as fitting initial inclusion criteria 
n= 502a
a = This figure only relates to nine practices because the number of eligible patients were unknown for 
two practices.
b = All cases with missing pre-treatment data were excluded from the analyses.
c = A number of cases were lost at each time point because participants failed to turn up at the surgery 
to complete the questionnaires.
Baseline data
As can be seen from Tables 34-36, the randomisation process was largely successful in 
creating two groups with similar characteristics. It should be noted that the pre-treatment 
values from the two groups were not compared and tested with inferential statistics because 
this practice has recently been strongly discouraged because of capitalisation on chance 
(Altman et al., 2001; Assmann et al., 2000; Pocock et al., 2002). The random split of the 
whole sample into two halves also successfully created four groups (i.e. BTB+TAU-Stagel, 
BTB+TAU-Stage2, TAU-Stagel, TAU-Stage2) with similar pre-treatment characteristics.
In Table 34 it can be observed that the participants classified themselves predominately as 
white (87-90%). As a result, it was impossible to employ the Ethnic group variable in the 
analyses because the cell sizes for the other ethnic groups were too small (Howell, 1992). A 
similar problem affected the Diagnosis variable (ICD-10, WHO, 1992), see Table 36. The
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CID-R indicated that most participants had a mixed depressive and anxiety disorder or a 
depressive episode. One solution to this problem is to create composites by combining 
related diagnostic categories (Tabachnick & Fidell, 2001). This approach was adopted here 
and three diagnostic composites were created: 1) Mixed anxiety & depression, and mild 
mixed anxiety & depression; 2) Severe, Moderate and Mild depressive episodes; 3) Panic 
disorder, social phobia, agoraphobia and specific phobia. These categories were dummy 
variable coded and entered the analyses as Diagnosis.
Imputation of within-scale data
Approximately ten of the completed BDI and BAI questionnaires at each of three data points 
(baseline, 2-month and 8-month post-randomisation) had one or more items missing. If no 
more than 4 items were missing, missing item values were imputed with the average item 
score of the completed items. The same procedure was applied to missing items on the WSA, 
which had on average 4 questionnaires missing at each time point, but here only 1 missing 
item was permitted because of the smaller size of the scale. These procedures were done to 
limit the loss of valuable data.
Observations of severity of psychopathology
From Table 35, it can be seen that the mean pre-treatment BDI-II (preBDI) was 25.4 (SD = 
8.6) for TAU and 26.1 (SD = 10.4) for BTB+TAU, which is comparable to the mean for 
psychiatric outpatients diagnosed with DSM-IV (APA, 1994) depressive disorders (28.6, 
SD=11.8, Steer, Ball, Ranieri, & Beck, 1999) and higher than the mean for psychiatric 
patients in general (22.4, SD = 12.8, Beck et al., 1996). The average BDI-II score for 
primaiy care medical patients is estimated to be 8.7 (SD = 9.7) (Amau et al., 2001).
The mean scores on the other clinical scales, BAI (19.2, SD = 9.8), CIS-R (25.8, SD = 8.6) 
and WSA (19.2, SD = 8.5). The distribution of baseline BDI-II scores according the cut score 
guidelines in the BDI-II manual (Beck et al., 1996) was: minimal 9%, mild 21%, moderate 
33%, severe 37%. That is, 70% of the participants suffered from moderate to severe 
depression (Beck et al., 1996). The distribution of BAI baseline scores according the cut 
score guidelines in the BAI manual (Beck & Steer, 1990) was: normal range 16%, mild- 
moderate 36%, moderate-severe 33%, severe 14%. The distribution of WSA baseline scores 
according the cut score guideline suggested by Mundt et al. (2002) was: subclinical/normal 
range 15%, significant functional impairment 46%, moderate-severe 39%. The distribution 
of CIS-R baseline scores according categories determined by average clinical judgement 
among psychiatrists(Lewis et al., 1992): mild 18%, moderate 50%, severe 32%.
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Table 34. Demographics
TAU « = 112 BTB+TAU n = 126
Age: min-max years, mean (s.d.)1 20-75 42.2(1.2) 19-71 42.9(1.2)
Gender: n (%)
Female 83 (74) 92 (73)
Male 29 (26) 34 (27)
Marital Status: n (%)2
Single 52 (47) 53 (43)
Dyad 59 (53) 70 (57)
Ethnic group: n (%) 3
Bangladeshi 1(1) 0(0)
Black African 0(0) 1(1)
Black Caribbean 4(4) 2(2)
Black Other 0(0) 3(2)
Indian 3(3) 0(0)
Pakistani 1(1) 0(0)
White 97 (87) 111 (90)
Other 5(4) 7(6)
Years of Education: n (%)4
<13 42 (38) 45 (37)
>=13 69 (62) 79 (63)
Employment Status: n (%)5
In work 66 (60) 82 (67)
Unemployed or retired 45 (40) 41(33)
Previous use of Computer: n (%) 6
Yes 93(84) 103 (83)
No 18(16) 23 (18)
1 Data unavailable for 1 person in the TAU group
2 Data unavailable for 1 person in the TAU group and 3 persons in the BTB+TAU group
3 Data unavailable for 1 person in the TAU group and 2 persons in the BTB+TAU group
4 Data unavailable for 1 person in the TAU group and 2 persons in the BTB+TAU group
5 Data unavailable for 1 person in the TAU group and 3 persons in the BTB+TAU group
6 Data unavailable for 1 person in the TAU group
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Table 35. Severity of mental health condition and course variables
TAU n =112 BTB+TAU 77 = 126
BDI-II: min-max, mean (s.d.)
0-m (pre-treatment) 10-49 25.4 (8.6) 11-50 26.1 (10.4)
2-m post-randomisation 1 0-48 18.9 (11.1) 0-44 12.9 (9.4)
8-m post-randomisation 2 0-49 14.9 (11.5) 0-46 10.1 (8.8)
BAI: min-max, mean (s.d.)3 2-47 19.7 (9.2) 0-49 18.7 (10.3)
CIS-R total: min-max, mean (s.d.) 4 12-47 26.2 (8.5) 12-45 25.4 (8.8)
WAS: min-max, mean (s.d.) 2-39 19.4 (8.0) 1-39 19.0 (9.0)
Attributional S.: min-max, mean (s.d.)
CoNeg5 45-116 86.7 (15.3) 54-126 87.5 (13.5)
CoPos6 51-121 84.4 (14.3) 54-117 83.6 (12.6)
Treatment Exp.: min-max, mean (s.d.)
Logical7 0-8 5.7 (1.9) 0-8 5.6 (2.0)
Expect to work8 0-8 5.5 (1.9) 1-8 5.1 (1.6)
Lifetime duration: year (%)9
<1 55 (58) 50 (46)
>=1 39 (42) 59(54)
Current episode duration: months (%)
0-6 55 (49) 59 (47)
>6 57(51) 67 (53)
Suicidal ideation: n (%) 10
No 68 (61) 74 (59)
Yes 43 (39) 51 (41)
Psychotropic medication: n (%)
No drugs 65 (58) 70 (56)
Drugs 47 (42) 56 (44)
Previous treatment: n (%) 11
No 44 (47) 52 (48)
Yes 49 (53) 56 (52)
1 Data unavailable for 23 person in the TAU group and 39 persons in the BTB+TAU group
2 Data unavailable for 30 person in the TAU group and 39 persons in the BTB+TAU group
3 Data unavailable for 3 person in the TAU group and 4 persons in the BTB+TAU group
4 Data unavailable for 1 persons in the BTB+TAU group
5 Data unavailable for 9 person in the TAU group and 12 persons in the BTB+TAU group
6 Data unavailable for 15 person in the TAU group and 17 persons in the BTB+TAU group
7 Data unavailable for 14 person in the TAU group and 10 persons in the BTB+TAU group
8 Data unavailable for 12 person in the TAU group and 11 persons in the BTB+TAU group
9 Data unavailable for 18 person in the TAU group and 17 persons in the BTB+TAU group
10 Data unavailable for 1 person in the TAU group and 1 persons in the BTB+TAU group
11 Data unavailable for 19 person in the TAU group and 18 persons in the BTB+TAU group
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Table 36. ICD-10 (WHO, 1992) diagnosis as indicated by the CIS-R
Diagnosis (CIS-R): n (%) 1 TAU n = 112 BTB+TAU « = 126
Mixed anxiety & depression 36 (32) 26 (21)
Mild Mixed anxiety & depression 24 (21) 32 (26)
Severe depressive episode 10 (9) 21 (17)
Moderate depressive episode 20 (18) 21 (17)
Mild depressive episode 4 (29) 10 (8)
Panic disorder 5 (4) 6 (5)
Social phobia 7 (6) 4 (3)
Agoraphobia 4 (4) 3 (2)
Specific phobia 2 (2) 2 (2)
Mixed anxiety & depression2 60 (54) 58 (46)
Depression3 34 (30) 52 (42)
Mixed anxiety disorders4 18 (16) 15 (12)
1 Data unavailable for 1 persons in the BTB+TAU group. Please note that the percentage is > 100% 
because participants can be diagnosed with more than one diagnosis
2 Mixed anxiety & depression, and mild mixed anxiety & depression (composite)
3 Severe, Moderate and Mild depressive episode (composite)
4 Panic disorder, social phobia, agoraphobia and specific phobia (composite)
Clinical ou tcom e
It was found that BTB+TAU was more effective than TAU in reducing depression (as 
measured by the BDI-II) both at 2-month (F(l,172) = 19.4, p  < .001) and at 8-month post­
randomisation (T^ 1,164) = 9.7, p  < .01); see Table 35 above for the mean values. Clinical 
outcome is presented in detail in the Proudfoot et al. (2004) paper.
Integrated  Exploratory and Confirmatory Method (IECM)
There was no evidence to suggest that any of the major effects had a non-linear relationship 
with outcome for the continuous pre-treatment variables. As can be seen from Table 34 and 
Table 35 above, a number of cases were missing from all pre-treatment variables, from 1 to 
19. The missing data were not imputed because of the potential problems with the different 
methods of replacement (Everitt, personal communication, December 6, 2001) and because 
the missing values were assumed to be “missing at random” on the basis of descriptive 
examination of the data set (Proudfoot et al., 2004).
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2-month post-randomisation
Stage 1 -  Exploratory
On the basis of statistically significant interaction effects between predictor variables and 
Treatment Group on outcome, four hypotheses were generated in the exploratory stage (see 
Table 37).
Hypothesis 1 -  Attributional Style. The ‘CoPos x Treatment Group’ term effect was 
significant (g*  = .09, 80% Cl .03-. 18), F(\,15) = 7.5, p  < .05. For BTB+TAU, the more 
adaptive the positive attributional style (CoPos) at intake, the smaller the treatment effect, rsp 
= .22, p  < .10. For TAU, the opposite relationship was found, i.e. the more adaptive the 
positive attributional style, the larger the treatment effect, rsp= -.32, p  < .05.
Hypothesis 2 -  Duration o f  Current Episode. The ‘Current Episode x Treatment Group’ term 
was significant {}jp2 = .05, 80% CI .01-.11), Fl(l,86) = 4.2, p  < .05. For TAU, participants 
with a current episode less than 6 months at intake had, on average, an 8-point lower BDI at 
follow-up, compared with patients having a current episode of more than 6 months, b = -8.0, 
p  < .01. For BTB+TAU, there was no relationship, b = -.6, p  = .81.
Hypothesis 3 - Drugs. The ‘Drugs x Treatment Group’ term was significant {rjp2 = .04, 80% 
Cl .00-. 10), 7^ 1,86) = 3.3, p  < .10. For TAU, not using psychotropic medication at intake 
was associated with on average a 6 points higher BDI at follow-up, compared with 
participants using such medication, b = 6.2, p  < .05. For BTB+TAU, there was no 
relationship, b = 2.5, ~ 0.
Hypothesis 4 -  Employment Status. The ‘Employment Status x Treatment Group’ term was 
significant (y 2 = .06, 80% CI .01-.14), F(l,84) = 5.7, p  < .05. For TAU, being in 
employment at intake was associated with on average 7 points lower BDI at follow-up 
compared with being unemployed, b = -6.6, p  < .05. For BTB+TAU, there was no significant 
effect on outcome, b = 2.3, ~ 0.
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Table 37. The results from the Exploratory and Confirmatory Stage analysis at 2-month post­
randomisation.
Predictor variable Hypo- Stage 1 -  Exploratory 
theses BTB+TAU 7V<=45,TAU N<=46
Stage 2 -  Confirmatory 
BTB+TAU 7V<=42,TAU N<=43
Continuous BTB+TAU TAU
s^p Up Vp P
BTB+TAU TAU 
Up Up P c
BDI-IT 0.60" ** 0.40"** 0.00 0.79 0.46" ** 00
**<0•n0 -
BAI 0.06 0.16 0.00 0.65 -0.05 0.24 + 0.05 -
WSA 0.09 -0.15 0.02 0.22 0.05 0.13 0.02 -
CIS-R total 0.10 0.07 0.00 0.82 0.01 0.05 0.01 -
CoNeg 0.02 0.04 0.00 0.90 0.03 0.04 0.00 -
CoPos 1 0.22+ -0.32* 0.09 0.01 0.02 -0.15 0.02 0.30
TE-1 Logical -0.21 -0.30* 0.01 0.46 -0.14 -0.06 0.00 -
TE-2 Expect to work -0.07 -0.12 0.00 0.84 -0.16 -0.13 0.00 -
Age 0.11 -0.03 0.01 0.49 -0.08 0.11 0.01 -
Categorical BTB+TAU TAU 
b b P
BTB+TAU TAU 
b b 9 / P c
Duration (<ly) -4.9+ -0.2 0.02 0.18 1.6 0.7 0.00 -
Current Epis. (<6m) 2 -0.6 -8.0** 0.05* 0.04 -2.4 -0.8 0.00 0.67
Drugs (no) 3 2.5 6.2* 0.04+ 0.07 2.8 3.3 0.00 0.98
Relationship (single) -4.9+ 1.0 0.03 0.11 -1.1 <1 b * 0.05 -
Education (<13y) -0.1 1.7 0.00 0.65 2.8 -5.9+ 0.06 -
Employ, (employed) 4 2.3 -6.6* 0.06* 0.02 0.6 -1.8 0.00 0.60
Gender (female) 2.8 -3.2 0.02 0.20 -0.2 1.5 0.00 -
Diagnosis b - - 0.00 0.97 - - 0.00 -
Suicidal ideation (no) -4.4 -1.3 0.01 0.47 0.1 -3.4 0.01 -
Computer exp. (no) -4.5 -0.3 0.01 0.40 -1.5 12.6* 0.05 -
Previous treat, (no) -1.0 -2.4 0.00 0.71 1.5 1.0 0.00 -
Note. The effect size and the statistical significance of the interaction term (Predictor Variable x 
Treatment Group) are given by yp2 (Partial Eta Square) and p respectively. A y 2 over 0.06 is bolded to 
indicate that the magnitude of the effect size is at least medium (Cohen’s convention). The strength of 
the association between a Predictor Variable and BDI at 2-month post-randomisation is described by 
rsp (the semi-partial correlation coefficient) for continuous variables and b (the regression coefficient) 
for categorical variables.
+ p < 0.10. * p < 0.05. ** p < 0.01.
a Zero-order correlation.
b This is a nominal variable with three levels: 1) depression; 2) mixed anxiety and depression; 3) 
anxiety.
c = interaction effect not tested.
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Stage 2 -  Confirmatory
Each of the four hypotheses was tested again in the confirmatory stage of the two-stage 
analytic approach to assess the robustness of the findings. As shown in Table 37 above, none 
were upheld. It can also be noted that for 95% o f  the variables the effect size of the 
interaction term was equal or below ?;p2 = .02 in at least one of the stages; = .02 is 
approximately a small effect.
8-month post-randomisation
As can be seen in Table 38, only one hypothesis was generated at 8-month post­
randomisation. As for 2-month post-randomisation, the CoPos x Treatment Group term had a 
significant effect on outcome (ijp2 = .05, 80% Cl .00-. 12), = 3.5, p  < .10, at the
Exploratory Stage but it was not statistically significant at the Confirmatory Stage.
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Table 38. The results from the exploratoiy and confirmatory stage analysis with regards to the 
prediction of 8-month post-randomisation BDI.
Predictor variable Hypo­
theses
Stage 1 -  Exploratory 
BTB+TAU #<=45,TAU #<=41
Stage 2 -  Confirmatory 
BTB+TAU #<=42,TAU #<=41
Continuous BTB+TAU TAU BTB+TAU TA
r sp r sp 9 / p f s p r sp Up 2 P c
BDI-IIa 0.19a p OO 0.00 0.58 0.5la** 0.43a** 0.00 -
BAI 0.08 0.12 0.00 0.62 -0.17 0.25 + 0.05 -
WSA 0.44** 0.01 0.01 0.34 -0.06 -0.11 0.00 -
CIS-R total 0.17 0 :1 4 0.00 0.67 -0.05 -0.06 0.00 -
CoNeg 0.29 + 0.03 0.01 0.47 0.05 -0.25 + 0.03 -
CoPos 1 0.07 -0.28+ 0.05+ 0.07 -0.04 -0.10 0.00 0.84
TE-1 Logical 0.17 -0.09 0.01 0.32 -0.31* -0.22 0.00 -
TE-2 Expect to work 0.06 -0.14 0.01 0.38 -0.20 -0.15 0.00 -
Age 0.25 + 0.37* 0.01 0.36 0.16 0.01 0.00 -
Categorical BTB+TAU TAU BTB+TAU TAU
b b P b b V p 2 P c
Duration (<ly) -4.3 -2.7 0.00 0.83 2.7 -1.5 0.01 -
Current Epis. (<6m) -3.0 -8.1* 0.02 0.22 -5.1+ -3.2 0.00 -
Drugs (no) -3.7 2.1 0.02 0.25 1.1 -1.2 0.00 -
Relationship (single) -1.3 0.4 0.00 0.74 -2.9 7.9* 0.08 -
Education (<13y) 6 .r 4.3 0.00 0.65 4.3 -5.8+ 0.07 -
Employ, (employed) -3.5 -7.7* 0.01 0.32 -1.4 -5.2 0.01 -
Gender (female) 2.3 2.7 0.00 0.98 1.6 -2.7 0.01 -
Diagnosisb - - 0.01 0.59 - - 0.06 -
Suicidal ideation (no) 2.1 -2.8 0.02 0.25 -2.3 0.2 0.00 -
Computer exp. (no) 4.7 5.4 0.00 0.88 5.6 13.5* 0.02 -
Previous treat, (no) -4.8+ -2.0 0.01 0.43 1.0 -1.1 0.00 -
Note. The effect size and the statistical significance of the interaction term (Predictor Variable x 
Treatment Group) are given by 7/p2 (Partial Eta Square) and p respectively. A yp2 over 0.06 is bolded to 
indicate that the magnitude of the effect size is at least medium (Cohen's convention, Cohen, 1988). 
The strength of the association between a Predictor Variable and BDI at 8-month post-randomisation 
is described by rsp (the semi-partial correlation coefficient) for continuous variables and b (the 
regression coefficient) for categorical variables.
+ p < 0.10. * p < 0.05. ** p < 0.01.
a Zero-order correlation.
b This is a nominal variable with three levels: 1) depression; 2) mixed anxiety and depression; 3) 
anxiety.
c = interaction effect not tested.
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Traditional analysis
With alpha set to .05 and a sample size of a minimum of 155 cases depending on type of 
variable and measurement point, a size of small to medium effect (approximately }jp2 = .04) 
could be detected with a power of .80. At 2-month post-randomisation, BAI Qjp2 = .03, 80% 
CI .00-.07), ^(1,166) = 4.6, p  < .05, CoPos ( ^ 2 =  .05, 80% CI .01-.09), F(l,150) = 7.2, p <  
.05, Relationship Status {ijp2 = .04, 80% CI .01-.08), F(l,169) = 7.1, p  < .05, and 
Employment Status {ijp2 = .02, 80% CI .00-.06), 1,169) = 4.1, p  < .05, were significant
predictors of differential response to BTB+TAU. At 8-month post-randomisation, the effect 
was retained for BAI {tjp2 = .03, 80% CI .00-.07), 7^(1,158) = 5.3, p  < .05, and Relationship 
Status {}jp2 = .03, 80% CI .00-.07), 7^1,161) = 4.4, p  < .05. Typically, these results would be 
accepted (albeit with recommendations for replication and caveat about capitalisation on 
chance) as tentative evidence of predictor effects. However, the IECM above challenges the 
reliability of these results through failure of replication (see Table 37 and Table 38, p.263). 
The contrasting results also illustrate the pitfalls of the usual predictor analyses.
Severity of depression
At 2-month post-randomisation, with regards to main effects, a higher pre-treatment BDI-II 
was associated with a higher BDI-II at 2-month post-randomisation for both TAU and 
BTB+TAU. However, as can be seen from the scatterplot (pre-treatment BDI-II x (pre­
treatment BDI-II minus 2-month post-randomisation BDI-II)) in Figure 11, there was no 
evidence that the degree of improvement as measured by the BDI-II was negatively 
correlated with severity of depression at pre-treatment for the CCBT group. The same 
relationship was present for the TAU group. It should be noted that the positive correlation 
between pre-treatment BDI-II and the change score (i.e. pre-treatment BDI-II minus 2-month 
post-randomisation BDI-II) is to be expected because of the floor effect and the common 
variance between the two variables.
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Figure 11. Scatterplot of pre-treatment BDI-II x (pre-treatment BDI-II minus 2-month post­
randomisation BDI-II) for the BTB+TAU group.
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In terp re ta tio n  of null-findings
To facilitate the interpretation of the current study’s null-findings, the confidence intervals 
around the effect sizes were examined as recommended by Aberson (2002). The intervals 
will give some idea about how large we can expect the effect of our predictor variables to be. 
The whole sample will be used here because the examination is exploratory and descriptive 
and thus the risk of Type I error is not a primary concern.
At 2-month post-randomisation, all the twenty variables had a differential effect size below 
medium effect size according to Cohen’s classification (1988), see Figure 12. In addition, all 
but three variables (BAI, CoPos, Relationship status) had their upper 80% confidence limit 
below medium effect size, and the upper limit for the three variables were closer to medium 
effect size than to large effect size. Moreover, for seven variables (WSA, CoNeg, TE-1, TE- 
2, Age, Diagnosis, Suicidal and Previous treatment) the upper limit was below ijp2 =0.1 (a 
small effect size, which suggest that the true effects are less than small). At 8-month post­
randomisation, most effect sizes and confidence intervals were smaller than at 2-month post­
randomisation, see Figure 13. However, the effect sizes for CoNeg, Diagnosis and Education 
were higher at 8-month compared with at 2-month post-randomisation, although they were 
still only of an approximately small magnitude. This suggests that it would be reasonable to
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expect that for the majority of variables, the true differential effects are closer to small size 
rather than to a medium size. In addition, it was within the range of possibilities that that the 
magnitude of CoPos, BAI and Relationship status’ true differential effects are as large as 
medium. It should be noted, however, that the validity of CoPos is in doubt because of its 
low internal consistency (Cronbach's Alpha 0.66, Kline, 1993) and thus it will be excluded 
from the discussion of the results.
It follows that if a small effect size is a meaningful predictor effect in the context of 
differential treatment outcome (as operationalised here), then the current study did not have 
sufficient statistical power to detect this effect. Before recommending a highly expensive 
clinical trial to investigate the presence of such effects, however, it is important to examine 
whether or not small and medium predictor effects are clinically and practically meaningful.
Figure 12. Size of differential effect (Partial Eta Square) for all 20 pre-treatment variables and 80% 
Confidence Interval at 2-month post-randomisation.
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Figure 13. Size of differential effect (Partial Eta Square) for all 20 pre-treatment variables and 80% 
Confidence Interval at 8-month post-randomisation.
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An exploratory exam ination  o f th e  clinical m ean in gfu ln ess o f  
sm all and m edium  differential e ffec t s iz e s
An exploratory examination of the clinical meaningfulness of small and medium differential 
effect sizes was conducted by the use of descriptive statistics (e.g. means, standard 
deviations, regression coefficients) and graphical analyses (e.g. scatter plots and error bars) 
as recommended by Snow (1991) and Cohen (1990). This subsidiary analysis is here 
illustrated by outlining the process for two predictor variables representing a small and 
medium effect size respectively.
Relationship status variable was chosen as a representative of medium differential effect size 
because it had the highest observed effect size across the two measurement points. As can be 
seen from Figure 14, BTB+TAU was in absolute numbers more effective than TAU for both
PsychD (Clinical Psychology) 269
Major Research Project
single participants and those in relationship. An interaction effect is suggested by the 
observation that single BTB+TAU participants improved (in absolute numbers) more than 
those BTB+TAU participants in relationship whereas single TAU participants improved less 
(in absolute numbers) than TAU participants in relationship, see Figure 14. If such an 
interaction effect is established in future research, it could be argued that the differences in 
outcome in the four groups are large enough to be clinically meaningful. For example, a 
possible clinical recommendation from such a finding would be to inform single people that 
in addition to the general higher likelihood of improving on BTB+TAU compared with 
TAU, their relationship status suggests an even higher likelihood of improvement on 
BTB+TAU.
Figure 14. A graphical representation of the differential treatment effect of a medium magnitude. The 
predictor variable is Relationship status at pre-treatment and outcome is described by the change score 
at 2-month post-randomisation.
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To examine the clinical meaningfulness of a small differential effect size, the length of 
current episode variable was chosen. As can bee seen in Figure 15, there did not appear to be 
anything clinically meaningful to observe with regards to differential treatment effect. There 
was no suggestion of a main effect of this variable on outcome in the BTB+TAU group (in
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absolute numbers), and the difference in treatment outcome between the two treatment 
groups merely reflects the overall superiority of BTB+TAU over TAU. Thus, an 
approximately small differential effect size for the duration of current episode did not appear 
to be clinically meaningful.
Given that clinical meaningfulness of specific magnitudes of differential effect size may vary 
among different variables and measures, all the twenty variables were examined in the same 
way. In addition to a subjective view what may be a meaningful important interaction effect, 
the following benchmark was used: “a true differential treatment effect is indicated by two 
criteria: (a) the regression lines of the group cross and (b) they have opposite signs” (Beutler 
et al., 1991, p.337). From this investigation, similar conclusions to the above were found.
It should be emphasised that the above examination is purely exploratory and descriptive, 
and the examination does not suggest that the discussed variables are statistically significant 
predictors of outcome.
Figure 15. A graphical representation of the differential treatment effect of a small magnitude. The 
predictor variable is length of current episode and outcome is described by the change score at 2- 
month post-randomisation.
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Drop-out from BTB
It should be noted that all randomised cases were included in the analyses whether or not the 
participants discontinued their treatment prematurely and thus any bias due to drop-out was 
limited to people who did not contribute follow-up data.
Drop-out of BTB treatment is defined as termination of treatment after completing the first 
computerised session (session two); the first session consisted of watching a video and did 
not involve working with the computer. The drop-out analysis was conducted with respect to 
BTB only as it was not possible to collect comparable and reliable data about drop-out from 
TAU treatment. For example, a common TAU intervention involved seeing the GP or 
practice nurse on an as-needed basis.
Five BTB+TAU participants withdrew from the trial before undergoing any BTB treatment. 
Thirty-nine out of the 121 remaining participants (32%) dropped out of treatment. 
Information was sought from the participants who dropped out, their clinical notes and their 
GP and research nurse as to whether or not their participation in the trial had resulted in an 
exacerbation of mental health symptoms. Twelve participants did not offer an explanation 
for their discontinuation of the treatment (31% of the drop-outs), but there was information 
about their mental health and their attitude towards BTB and the trial from the other sources. 
Fourteen (36% of the drop-outs) participants dropped out because of other reasons: eight 
experienced a change in their circumstances that prevented them from attending the surgery 
regularly, five moved out of the GP catchment area or changed contact details without 
informing the GP surgery and one participant stated that she did not need more therapy 
because she felt better. Thirteen (33% of the drop-outs) participants dropped out for negative 
reasons: six were unhappy with the treatment, four changed to another therapy, three felt 
physically and/or psychological too unwell. However, there was no evidence to suggest that 
any of the participants felt worse as a result of the trial or BTB.
N egative change
Among those who contributed follow-up data, the number of BTB+TAU participants who 
experienced negative change (follow-up BDI-II -  pre-treatment BDI-II > 1) was 4 (5%) at 2- 
month post-randomisation and 6 (7%) at 8-month post-randomisation, see
Table 39. The respective figures for TAU were 28 (31%) and 18 (22%). The Odds Ratios 
suggest that patients receiving TAU are 10 times more likely to experience negative change 
at post-treatment than those undergoing BTB+TAU (95% C.I. 3.2-28.6) and 4 times more 
likely to experience negative change at 8-month post-randomisation (95% C.I. 1.4-10.1).
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However, some uncertainty is created by the amount of missing data (21% to 31%). For 
example, it is possible that more people who experienced negative change in the BTB+TAU 
group were less likely to complete the follow-up outcome measures compared with the TAU 
group, or vice versa. To examine whether or not systematic bias may have distorted the 
result, participants in both groups were contacted by a research nurse and invited to give us 
feedback as to the reason for their non-completion of the outcome measures. The participants 
were asked particularly if they had experienced a deterioration in their physical or 
psychological condition since the start of the trial.
In each group, the response rate was approximately 75% and in each group, around half of 
the respondents reported a negative reason for their withdrawal, such as no longer being 
committed to continuing the trial and being unhappy with the treatment offered. In particular, 
three participants in each treatment group stated that the reason for discontinuing was a 
deterioration in their physical or psychological condition. Thus, although it is possible that 
the frequency of cases with negative change would have been higher if all randomised 
participants contributed data at follow-up, there was no evidence to suggest that the 
differential ratio of negative change would have been different.
It was not possible to examine predictors of negative change to BTB+TAU because the rate 
of negative change was too small (Howell, 1992).
Table 39. The frequency of negative change and odds ratio.
Beating the Blues (N=126) Treatment as Usual (N=112) Odds Ratiob
2-month 8-month 2-month 8-month 2-month 8-month
31% missing”1 31% missing3 21% missing3 27% missing3
Negative
Change
5% 7% 32% 22% 9.5 3.8 
[3.2,28.6] [1.4,10.1]
a The proportion of participants abstaining from completing follow-up outcome measures 
b Odds Ratio (Negative change x Treatment group), [..] = 95% Confidence Interval Odds Ratio 
Negative change = (pre-tretment BDI-II -  2-month post-randomisation BDI-II) < -1
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DISCUSSION
This study investigated the differential effects of twenty pre-treatment variables on the 
outcome of an intervention consisting of a computerised cognitive-behavioural therapy 
called Beating the Blues (BTB) and treatment as usual (TAU), compared with TAU only, in 
a sample of 238 primary care patients with depressive symptoms. With a statistical power of 
.8 to detect approximately a medium effect size (Cohen's convention, 1988), none of the 
variables was found to be a reliable predictor of differential response to BTB+TAU, either at 
2 or 8-month post-randomisation.
The interpretation o f th e  stu d y's null-finding
A null-finding, like the results of the current study, is notoriously difficult to interpret 
because the failure to reject a null hypothesis does not imply that the null hypothesis is true 
(Cohen, 1990). Arguably equally unhelpful, however, is the fact that the null hypothesis “is 
always false in the real world” (Cohen, 1990, p. 1308). It follows that a statistically 
significant result can in practice always be achieved because the larger the sample size, the 
higher the likelihood of a significant result no matter what natural phenomenon is studied. 
Thus, the results of the current study do not suggest the absence of predictor effects.
Although Null Hypothesis Significance Testing is the most commonly used method of 
analysis in the social sciences (Nickerson, 2000), a convergent and growing opinion is that 
the method is of little interest in itself and that effect size and confidence intervals are more 
useful and informative than p  values (e.g. Cohen, 1990; Fidler et ah, 2005; Maxwell, 2004; 
Rutledge & Loh, 2004; Vacha-Haase & Thompson, 2004). Applying this reasoning to the 
case of null-findings, Aberson (2002) suggested that the confidence interval around an 
observed non-significant effect should be examined to get a reasonable estimate of the 
magnitude of the true effect given the fact that, as stated above, an effect is always present. 
In relation to predictors of outcome research, Snow (1991) stated that “consistent 
nonsignificant trends are at least as valuable for the purposes of further research as are 
incoherent significant results” (p.208). He recommended the use of descriptive statistics both 
for results judged to be statistically significant and for those judged to be nonsignificant.
Following the recommendations by Aberson (2002) and Snow (1991), it was estimated that 
in the current study, the true differential effects of most predictor variables are closer to a 
small size than to a medium size according to Cohen’s convention (1988). However, 
although severity of anxiety as measured by the Beck Anxiety Inventory and Relationship
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status were found not to be robust predictors of outcome, it is within the range of 
possibilities that the magnitude of their true differential effects are as large as medium. Thus, 
if a small effect size is a meaningful predictor effect in the context of differential treatment 
outcome (as operationalised here), then the current study did not have sufficient statistical 
power to detect it. However, before making recommendations to conduct highly expensive 
clinical trials to investigate the presence of such effects, it is important to consider what is a 
meaningful differential effect size in this context.
M eaningful differential predictor e ffect
An exploratory investigation of main and interaction effects was conducted by studying 
descriptive statistics and graphical representations as recommended by Snow (1991) and 
Cohen (1990). It appeared that, at least for the methodology and variables used in the current 
study, differential treatment effects below a medium size are too small to be clinically 
meaningful. Although this result needs to be interpreted with caution because of the 
subjective nature of the examination, it offers some support for the a priori assumption that 
the study had sufficient statistical power to detect a meaningful effect size (i.e. a medium 
effect size). It should be noted, however, that the question of what is a meaningful 
interaction effect is highly complex and even a statistically significant large effect may not 
confer clinical importance (Rutledge & Loh, 2004; Simes, Gebski, & Keech, 2004).
Lim itations
Target effect size
The study was limited by the dearth of empirical data and scientific debate on what is a 
meaningful differential predictor effect size necessitating the employment of a more or less 
arbitrary target effect size.
Self-report measures
The study was also limited by its sole reliance on self-report measures and it is possible that 
different results would have been obtained with other methods of assessment. For example, it 
has been found that there are reliable and nontrivial differences between patient and clinician 
ratings of psychopathology both in terms of sensitivity to change and level of severity 
(Lambert, 1994). However, there is no consensus as to which method is the most valid 
(Dorz, Borgherini, Conforti, Scarso, & Magni, 2004; Robinson et al., 1990) and in the 
absence of empirical guidance, the current study chose to employ measures that could be 
easily and inexpensively employed in everyday clinical practice. Moreover, the instrument 
used to measure outcome, the Beck Depression Inventory (Beck et al., 1996; Beck et al.,
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1961), is commonly used in research on psychological therapies (Lambert, 1994; Seggar, 
Lambert, & Hansen, 2002; Vittengl, Clark, Kraft, & Jarrett, 2005), which will facilitate 
comparisons and interpretation of the results. Also, the Clinical Interview Schedule-Revised 
(CIS-R, Lewis et al., 1992), which was used to measure general psychopathology and to 
assess of ICD-10 minor psychiatric disorders (WHO, 1992), is likewise a widely used 
instrument and a moderately valid method of diagnosis for research purposes (Jordanova, 
Wickramesinghe, Gerada, & Prince, 2004). For example, it was the main measure of 
neurotic disorder in the UK National Survey of Psychiatric Morbidity of 2000 (Bebbington 
et al., 2000a; Paykel, Abbott, Jenkins, Brugha, & Meltzer, 2000; Singleton et al., 2000).
Missing data
Two types of missing data may have biased the current results. First, twenty-four of the cases 
were lost due to human error. These cases, however, appeared to be missing at random and 
thus are unlikely to have affected the results apart from reducing statistical power. Second, 
21% to 31% of the participants failed to contribute follow-up data, which is potentially more 
serious. Given that all analyses consisted of a comparison between two groups, the main 
hazard is systematic differential bias. Such bias would occur if the data cases missing were 
different to the included cases in terms of the value on the dependent variable or any of the 
independent variables, and if these differences were dissimilar for the two treatment groups. 
To mitigate this potential problem, the main effect of pre-treatment depression was 
statistically removed from the statistical analyses. In addition, participants in both groups 
were contacted by a research nurse and invited to give feedback as to the reason for their 
non-completion of the follow-up measures. From the information provided by seventy-five 
percent of the participants, there was no evidence that the reasons for not contributing 
follow-up data were different between the two groups. Thus, there is some suggestion that 
the risk of systematic differential bias was limited.
Integrative Exploratory and Confirmatory Method (IECM)
The study attempted to address a number of methodological difficulties by employing a new 
analytic method, Integrative Exploratory and Confirmatory Method (IECM). However, this 
method has a number of potential limitations on its own. By splitting the sample in half, a 
significant amount of statistical power was lost compared with doing the same analyses on 
the whole sample. This is only a problem, however, if there was insufficient statistical power 
to detect a meaningful effect size in the two halved samples, which, as discussed above, was 
not the case in the current study. Furthermore, it was considered to be more important to 
avoid the potentially serious consequences of incorrectly identifying variables as predictors
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of outcome (Steketee & Chambless, 1992) than to be able to detect a small effect size, which 
may not be of clinical and practical significance.
Another limitation is that the more hypotheses created in the exploratory stage, the larger 
risk of capitalisation on chance in the confirmatory stage. On the other hand, irrespective of 
the number of hypotheses generated, the benefit of internal replication will remain and as 
noted above in the background and method sections, “the best test of validity of subgroup 
analysis is not significance but replication” (Rothwell, 2005, p. 182) and replication reduces 
the risk of capitalisation on chance (Bender & Lange, 1999; Rothwell, 2005). Furthermore, 
because there were only four variables significant in the exploratory stage at 2-month post­
randomisation and only one at 8-month post-randomisation, the increase in the risk of Type I 
error was restricted.
Other limitations
A further limitation is that the study design did not allow for higher order interactions to be 
investigated. For example, it may be that older people who are single and do not have an 
anxiety disorder benefit more from BTB than other people (i.e. the interaction term ‘age x 
relationship status x anxiety’ may have a differential effect on outcome). However, if all 
permutations of interaction effects were to be tested, the number of statistical tests would 
increase exponentially with each higher order interaction. A sample of enormous proportion 
would be required to control the risk of Type I and Type II errors (Assmann et al., 2000), 
which is probably one of reasons this kind of research is rarely done. A way forward may be 
first to undertake foundation research into lower order interactions, like in this study, and 
then let these results and theoretical models guide the study of a small selection of higher 
order interactions.
Another limitation is that the results of the study is restricted to people who considered 
themselves belonging to a “white” ethnic group. There was insufficient number of 
participants from other ethnic groups to test the effect of ethnicity on differential outcome.
As is common in research on psychological therapies, the benefit of randomised allocation of 
participants were compromised by the fact that participants were not blind to the treatment 
they received (Porter, Frampton, Joyce, & Mulder, 2003). However, masking of treatment 
and control conditions are virtually impossible to achieve for psychological therapies. A 
related frequent limitation in behavioural research is common method variance, i.e. 
“variance that is attributable to the measurement method rather than to the constructs the
PsychD (Clinical Psychology) 277
Major Research Project
measures represent" (Podsakoff, MacKenzie, Lee, & Podsakoff, 2003, p.879), which is very 
difficult to control. Potential sources of this bias are social desirability and co-variance 
artifice between measures because they were administered on the same occasion. However, 
by including the pre-treatment value of the criterion variable (i.e. BDI-II) in all analyses 
some of this potential bias should have been mitigated because common variance between 
independent and dependent variables would have been statistically removed. In addition, 
outcome measured at 8-month post-randomisation (the second outcome measurement point 
in the current study) is likely to have been less affected by common method variance due to 
the lessening of demand characteristics at follow-up (Kanter, Kohlenberg, & Loftus, 2002).
Strengths o f th e  current study
In comparison with the existing literature, the current study has a number of strengths. 
Perhaps most importantly, a range of measures were taken to minimise the risk of Type I and 
Type II errors, including the employment of an unusually large sample (average group size 
among controlled research studies on the outcome of depression is 14 participants, Robinson 
et al., 1990), the restriction of the number of confirmatory statistical analyses and the 
integration of internal replication. Although replication is commonly recommended in 
research, it may not be enough to make such recommendations if the chance of replication is 
in fact negligible. The current study employed an alternative strategy, planning and 
incorporating a form of replication from the outset.
Another strength is the large number of potentially important predictor variables 
investigated. These included many of the variables that the NICE recommended for 
examination as to their moderating influence on the efficacy of CCBT, such as age, sex, co­
morbidity, medication, previous treatment, chronicity, severity of symptoms, motivation and 
educational level (Kaltenhaler et al., 2004; NICE, 2002). In addition, the study had sufficient 
statistical power to detect a respectable effect size, i.e. medium effect, which is an 
improvement compared with the majority of studies on predictors of outcome (Cook et al., 
2004).
Other strengths included the a priori specification of the analytic strategy and target effect 
size, the use of differential predication instead of the more usual practice of examining 
simple prediction and the examination of outcome both at post-treatment and follow-up. 
Furthermore, the meaningfulness of different differential effect sizes was studied and 
discussed, which is a question virtually absent from the literature despite its critical
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importance for both the planning and interpretation of research (Cohen, 1990; Lenth, 2001; 
Rutledge & Loh, 2004).
An advantage of the current study is that it was designed to be easily applicable to everyday 
practice by using a comparatively broad selection criteria and employing measures that are 
easy and inexpensive to administer without any specialist knowledge in mental health. This 
allowed, for example, the study of the full range of depressive pre-treatment 
symptomatology and a variety of co-occurring mental health problems, apart from psychotic, 
organic and substance misuse disorders. This strategy follows a growing trend in therapy 
research of moving away from pure efficacy trials towards more naturalistic study designs 
(Nathan, Stuart, & Dolan, 2000; Stirman, DeRubeis, Crits-Christoph, & Rothman, 2005; 
Westbrook & Kirk, 2005).
Another advantage relates to the specific nature of the CCBT treatments themselves. In 
addition to client characteristics, there are at least 40 different character, background and 
attitudinal traits of therapists that may predict differential treatment outcome (Beutler, 1991) 
and “therapist effects are ordinarily stronger than differential treatment effects” (Beutler et 
al., 1991, p.336). CCBT, however, is completely free from this source of variance and 
although therapist effects affected the TAU condition, the current study is likely to have 
provided a more robust investigation of the influence of patient characteristics on outcome of 
psychological therapy than what a similar investigation with a therapist-led therapy would 
have done.
D iscussion o f th e  resu lts in relation to  th e  literature
Clinical profile of the sample a t baseline
As mentioned in the background section, psychological therapies, and non-therapist-led 
therapy in particular, have been suggested by some researchers to be less effective for people 
with more severe depression and functional impairment (Elkin et al., 1995; Jacobs et al., 
2001; Scogin et al., 2003). On the basis of this information, it is possible that GPs involved 
in the current study chose not to refer patients with more severe conditions or that those 
patients opted out if they were referred. If this happened, the results would be limited and 
difficult to interpret because of the restricted distribution of scores and the 
unrepresentativeness of the sample.
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The scores on the clinical scales were, however, widely and roughly normally distributed. 
With regards to the severity of depressive symptoms (as measured by the BDI-II, Beck et al., 
1996), the distribution peaked in the moderate to severe range and the mean and standard 
deviation were comparable to that of psychiatric outpatients with depressive disorders (Steer 
et al., 1999). The distribution for the severity of anxiety symptoms (as measured by the BAI, 
Beck & Steer, 1990) peaked in the moderate range. In addition, 85% of the sample reported 
significant work and social functional impairment and 39% of the sample was in the 
moderate-severe range of impairment. The prevalence of anxiety symptoms seemed to 
correspond to the high co-occurrence between depression and anxiety in the general 
population (Singleton et al., 2000) and clinical populations (Silverstone & von Studnitz,
2003); with over half of the current sample fulfilling the criteria for ICD-10 mixed anxiety 
and depression disorders at baseline according to the CIS-R. Thus, there was no evidence to 
suggest that the range of psychopathology was restricted by referral and self-selection bias, 
which support the validity of the results.
Pre-treatment variables
Although the literature is too limited to make direction comparisons with the results of the 
current study, some interesting general observations can be made.
It is interesting to note that clinical variables found to be associated with a worse response to 
therapist-led CBT (TCBT) for depression, such as higher pre-treatment severity, longer 
duration of current episode, chronicity of emotional problems, higher severity of general 
psychopathology, impaired work and social functioning, and co-morbid anxiety (Hamilton & 
Dobson, 2002; Illardi & Craighead, 1994; Shaw & Segal, 1999), failed to predict differential 
response to CCBT. This discrepancy may be due to real differences between CCBT and 
TCBT, or differences in methodology and study design. For instance, it is possible that some 
of those variables are in fact not specific moderators of TCBT, but general predictors of poor 
prognosis given that the literature is mainly based on simple rather than differential 
prediction of outcome (Hamilton & Dobson, 2002). In relation to pre-treatment severity of 
depression, there was some support for this suggestion in the current study.
Pre-treatment severity of depression was positively correlated with severity of depression at 
2-month post-randomisation for both TAU and BTB+TAU; BTB is the CCBT studied here. 
This correlation suggests that the higher the level of depression, the worse the outcome. 
However, this is only true if successful outcome is defined as a severity of depression score 
below certain cutoff scores. Another index of outcome is change score, which is here defined
PsychD (Clinical Psychology) 280
Major Research Project
as pre-treatment BDI-II minus follow-up BDI-II. Although there are range of methodological 
problems with using this index, such as floor effect, regression to the mean, uncertainty if the 
BDI-II scale fulfil the criteria for interval level of data and common variance, it gives a 
rough idea of how much each participant improved since pre-treatment and is easy to 
interpret (Steketee & Chambless, 1992). Using this index, there was no evidence to suggest 
that pre-treatment severity of depression was associated with worse outcome in either of the 
two groups. Given the lack of evidence for a meaningfully sized interaction effect and the 
superiority of BTB+TAU over TAU, the above observation suggests that BTB+TAU is 
efficacious across the severity of the depression spectrum. This result is consistent with 
research on other non-therapist-led therapies that has failed to find a relationship between 
severity of depression and outcome (McKendree-Smith et al., 2003).
Negative response
Given that there are at least 175 categories of client characteristics that may be related to 
differential outcome (Beutler et al., 1991), important variables may have been missed. This 
possibility was explored in relation to negative change (i.e. a higher severity of depression at 
follow-up compared with the pre-treatment level, Scogin et al., 1996). This index was chosen 
because it relates to one of the principal reasons for predictor of outcome research, namely 
whether there are subgroups of clients for which a treatment is not appropriate. From this 
investigation, it was found that irrespective of pre-treatment patient characteristics, both 
measured and unmeasured ones, very few people in the BTB+TAU group reported an 
increase in symptoms of depression. In fact, the TAU group was ten times more likely to 
show negative change at 2-month post-randomisation and four times more at 8-month post­
randomisation.
The low rate of negative change for BTB+TAU (5% to 7%) was similar to that of therapist- 
led psychological therapies and better than for self-help treatments for depression 
(McKendree-Smith et al., 2003), although differences in study designs (such as 
inclusion/exclusion criteria) make it difficult to draw any strong conclusions from such a 
comparison. The small rate of negative change for BTB+TAU did not allow for an 
examination of predictors of negative change because of statistical considerations in relation 
to insufficient cell sizes (Howell, 1992).
Another type of negative response is drop-out and it is possible that some of the pre­
treatment variables were associated with drop-out. However, it was not possible to examine 
the differential effect of the pre-treatment variables on drop-out because the TAU group
PsychD (Clinical Psychology) 281
Major Research Project
received a range of different treatments for which it was difficult to determine drop-out (e.g. 
supportive counselling on as-needed basis). On the other hand, it is notable that the rate of 
drop-out of BTB (32%) was below the average rate for therapist-led psychological therapies 
(mean = 47% SD = 22, Wierzbicki & Pekarik, 1993) and below the rate of other non­
therapist-led therapies, which has been estimated to approach 50% (Gould & Clum, 1993; 
Williams & Whitfield, 2001). It was, however, slightly above the top end range of drop-out 
rates for TCBT (8% to 30%, Shaw & Segal, 1999). Furthermore, an examination of the 
reasons for dropping out of BTB (including missing data cases) was carried out by reviewing 
the medical notes, interviewing the people who dropped out and their GPs. Based on this 
investigation, there was no evidence to suggest that any of the participants felt worse as a 
result of the trial or BTB.
Traditional analyses versus IECM
The benefit of using the integrated exploratory and confirmatory method (IECM) was amply 
demonstrated in this study. Even with a reasonable sample size of over 80 cases, the high 
variability in the data set led to the detection of unstable, apparent predictive relationships in 
the exploratory stage, which were subsequently discontinued in the confirmatory stage. 
Interestingly, a more traditional analysis using the whole sample found several significant 
predictor variables, and although this result could partly be explained by a larger amount of 
statistical power, the reliability of these findings was challenged by the split-half analysis. 
These results further emphasize the high risk of Type I errors in studies of predictors of 
response using traditional methods (Assmann et al., 2000; Steketee & Chambless, 1992) and 
the importance of determining a priori what is a meaningful predictor effect size.
How im portant are predictors o f resp o n se  to  therapy?
Although the merits of predictors of outcome research are frequently mentioned (e.g. DOH, 
2001; Hamilton & Dobson, 2002; Kaltenhaler et al., 2004; NICE, 2004; Whisman, 1993), 
there is a dearth of debate about the practical and clinical usefulness and cost of this kind of 
research. Despite several decades of scientific enquiry, there is no robust evidence to support 
the use of any pre-treatment variable to determine the choice of treatment for depression. It 
is noteworthy that although severity and chronicity of depression is frequently used as a 
basis for prescribing medical treatments instead of psychological treatments, the empirical 
basis for this practice has recently been challenged (DeRubeis et al., 2005; DeRubeis et al., 
1999; Hollon et al., 2005). It is as yet not known if this failure to find differential predictors 
is due to what has become known as the “Dodo bird effect”, i.e. the suggestion that the 
efficacy between bona fide treatments are generally equivalent (Wampold et al., 1997;
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Wampold, Minami, Baskin, & Callen, 2002), the wrong choice of predictor variables and/or 
methodological problems.
Other challenges include whether or not nomothetically identified variables can be usefully 
combined and applied to make decisions about treatment (Howard, Moras, Brill, 
Martinovich, & Lutz, 1996) and whether or not it is possible, and cost-effective in everyday 
clinical practice, to measure important predictor variables. For example, the research may 
show that unemployed people benefit more from treatment A, that women are more likely to 
improve on treatment B and that in case of high social dysfunction treatment C is 
advantageous. The question follows, what treatment should be recommended to an employed 
woman suffering from high social dysfunction? Even if one had access to results from good 
quality multivariate statistical research on the combined nomothetic effect of those variables 
on outcome, at present, there is no method for synthesizing predictor of outcome research 
findings and drawing valid and reliable conclusions about what treatment is best suited for a 
particular client. In addition, other factors have an important, and potentially conflicting, 
impact on clinical decision making, such as cost of treatment, access to treatment, patient 
preference and side-effects of treatment (Simes et al., 2004).
These issues suggest that it may not be economically viable and practically possible to 
establish an empirical base and method to determine exactly what treatment for depression 
should be recommended to individual patients in everyday practice. However, this reflection 
does not diminish the general usefulness of predictors of outcome research, but simply 
highlight the need for researchers, clinicians and patients to be realistic about what can and 
what cannot be achieved with this type of research. As mentioned in the background section, 
for a new treatment like BTB, it is essential to study the rate and prediction of negative 
response and whether or not there are subgroups of the population for which BTB is less 
effective than alternative treatments, as recommended by the National Institute for Clinical 
Excellence (Kaltenhaler et al., 2004; NICE, 2002) and others (e.g. Crits-Christoph, 1997; 
Howard, Krause, Saunders, & Kopta, 1997; Whisman, 1993).
Clinical Im plications
The results of this study suggest that BTB is a safe and widely applicable treatment for 
depression in primary care and that its rates of negative response and drop-out are low. 
These results together with the clinical superiority of BTB+TAU over TAU (Proudfoot et al.,
2004), the support for its cost-effectiveness (McCrone et al., 2004) and the fact that the 
demand for psychological treatments far outstrip the supply (Kaltenhaler et al., 2004; NIMH,
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2004; Telford et al., 2002), suggest that, in the context of a stepped-care model of treatment 
(NICE, 2004; Scogin et ah, 2003), BTB can be used as one of the first treatments offered to 
patients in primary care. The current results also support the use of BTB in combination with 
antidepressant medication.
The results suggest that the contention that non-therapist-led therapies are not appropriate for 
people with severe depression (Jacobs et al., 2001; Scogin et al., 2003) is incorrect as long as 
measures are taken to ensure that patients are not more at risk of suicide. It is possible that 
the specific characteristics of CCBT, such as tireless and reliable delivery of psycho­
education and routine manual-based therapeutic techniques, confidentiality, self-pacing and 
even-handedness, can benefit some patients irrespective of the severity and complexity of 
their condition. It has even been suggested that “some clients may actually be better suited to 
a self administered approach” (Scogin et al., 2003, p.346).
The findings of the study challenge the doubts raised in the literature about the applicability 
and acceptability of computerised psychological treatments. As a result, the professional 
interest in and use of this new health technology may increase.
R esearch recom m endations
It would be useful to have the validity of the results of the current study tested by another 
independent research group because some members of the research group were involved in 
the development of BTB, and thus there is a risk of allegiance bias (Luborsky et al., 1999; 
Robinson et al., 1990, Westen et al., 2004). In addition, case-based research is recommended 
to further test the safety and applicability of BTB. Qualitative research may also be used to 
examine the views of both patients and professionals.
Given that the current study had insufficient number of participants from ethnic minorities to 
test the predictive effect of ethnicity, it would be worthwhile to address this question in 
future research.
Future research may clarify whether any predictors of response emerge in evaluations of 
other computer-delivered therapy programs and whether the apparent wider applicability of 
CCBT compared with therapist-led cognitive therapy reflects advantages of computer 
deliveiy or issues of research method and interpretation.
PsychD (Clinical Psychology) 284
Major Research Project
There is a need for further research and debate about what is a meaningful differential effect 
size in the context of treatments for depression so to enable a choice of study designs and 
sample sizes that ensures sufficient statistical power (Snow, 1991), and to facilitate the 
interpretation of predictor of outcome research.
The method and design of the current study can be used as part of a research framework to 
investigate predictors of outcome of mental health interventions. In such a framework, case- 
based research, as part of everyday practice, will serve an important function as an adjunct to 
controlled research (Deegear & Lawson, 2003; Edwards, Dattilio, & Bromley, 2004; Howard 
et al., 1996; Messer, 2004). Case-based research can be used to test the generalisability of 
findings derived from experimental or exploratory studies as well as to generate hypotheses 
about the predictive effect of variables, which can later be studied in controlled research, like 
the current study. Either internal replication or external replication should be planned from 
the outset to attain robust results.
CONCLUSION
The results of this study suggest that BTB is widely applicable in primary care patients with 
depressive symptoms (including both minor and severe depression), with or without co- 
morbid anxiety disorders, and with or without using antidepressant medication.
The present study extends prior research by being one of the first papers on predictors of 
differential response to CCBT and by including prediction of response at follow-up. In 
addition, it profiles an alternative way to address some of the methodological difficulties 
associated with this type of research. The high risk of producing Type I errors in studies of 
predictors of outcome was illustrated and suggests that it would be desirable to use split-half 
designs or to plan a replication study from the outset.
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APPENDICES
Appendix 16. Background to the Integrated Exploratory and Confirmatory Method (IECM)
The large pool of 175 categories of client characteristics, which may predict differential 
outcome (Beutler, 1991), will be reduced in two steps. First, a selection will be made on the 
basis of the literature on PO to traditional therapist-led psychological therapy (i.a. 
Castonguay, Goldfried, Wiser, & Raue, 1996; DOH, 2001; Hamilton & Dobson, 2002; 
Katon et al., 2002; Mohr et al., 1990; Persons, Bums, & Perloff, 1988; Shea et ah, 1999; 
Whisman, 1993). Although this literature is limited (see ‘Limitations of the existing 
literature on PO’, p.236), it still represents the best available empirical guidance to what 
variables may be important moderators of treatment efficacy. An alternative approach would 
be to draw on theoretical models (Beutler, 1991), but there is currently no received model in 
relation to possible moderating factors of psychological therapy, let alone CCBT. With 
regards to CCBT, because of its very recent inception as a mental health technology, some 
foundation research needs to be done before meaningful theoretical models can be 
developed. One of the aims of the present study is to provide some of this research.
Only variables that can be measured with a self-report measure were included because of the 
current study’s resource restrictions.
Second, an exploratory analysis will be undertaken to identify the most promising candidate 
variables in the selected group by examining both effect size and statistical significance 
(called the exploratory stage). Exploratory analysis has been recommended and used by 
other PO studies (e.g. Marie-Mitchell, Leuchter, Chou, James Gauderman, & Azen, 2004; 
Sotsky et al., 1991). A common problem, however, is that the ‘findings’ from exploratory 
studies are rarely or never confirmed despite the original authors’ strong recommendations 
that their study is replicated. For example, although Sotsky et al.’ study is one the largest and 
most methodologically sound, and one of the most cited studies of PO for psychotherapy in 
the literature, their findings have not yet been confirmed in a replication study using a 
similar design and methodology. In fact, although Sotsky et al. clearly stated that their 
findings are exploratory, they are commonly discussed in the literature without this 
qualification.
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An overview of clinical research on psychological therapies in the last couple of decades 
suggests that the chance of having one’s PO findings replicated is negligible. To address this 
serious problem, the current study will employ a frequently used technique to validate 
predication models in regression analysis called “split-half’ cross-validation (McGlynn, 
Morton, & Damberg, 1999). The exploratory analysis is carried out on one half of the data 
set and the hypotheses generated will be tested in a confirmatory analysis on the second half 
(called the confirmatory stage). Capitalisation on chance in the confirmatory stage will be 
statistically controlled by the internal replication (Bender & Lange, 1999; Rothwell, 2005) 
and limited by the fact that, in all likelihood, only a small number of statistical analyses 
needs to be undertaken (the same number as the hypotheses generated in the exploratory 
stage).
A pre-treatment variable is considered to be a robust predictor of differential outcome, if 
there is a significant interaction between the variable and treatment group (CCBT and TAU) 
in both the Exploratory and Confirmatory stages, see Table 40.
Table 40. A two-stage analysis of statistical significance of the interaction effect Predictor Variable x 
Treatment (CCBT vs. TAU) on outcome.
Stage 1 
Exploratory
Stage 2 
Confirmatory
Interpretation
Qualification of effect size refers to Cohen’s classification (1988)
No (Not tested) An effect of at least medium size was not supported
Yes No The statistically significant effect found in Stage 1 may have been 
spurious and due to statistical fluctuations
Yes Yes An effect of at least medium size is supported
PsychD (Clinical Psychology) 305
M ajor Research Project
Appendix 17. Clinical efficacy o f computerised cognitive-behavioural therapy for anxiety and 
depression in primary care: randomised controlled trial (Proudfoot, Ryden, Everitt, Shapiro, Goldberg, 
Mann, Tylee, Marks & Gray, 2004)
----------- THE-----------
BRITISH JOURNAL
I
PSYCHIATRY
bjp.rcpsych.org
Editor 
Professor Peter Tyrer
19th May 2005
Dear Mr ÇEB Ryden
Re: Copyright Permission
Thank you for your email dated 17th May 2005. We have no objection 
to your reproducing this material for the purposes you describe in your 
email, provided that full acknowledgement is given to the authors and 
full reference given to the original source of the material.
Yours sincerely
PUBLICATIONS 
— OFFICE---------
ROYAL COLLEGE OF 
PSYCHIATRISTS
PsychD (Clinical Psychology) 306
M ajor Research Project
Subject:
The British Journal of Psychiatry: Permission to attach published
papers
From:
Clash CEB Ryden 
Date :
Mon, 16 May 2005 19:18:48 +0100
Dear Sir/Madam,
My name is Clash CEB Ryden and I am the co-author on two papers 
published in the British Journal of Psychiatry in 2004. Part of the 
work I carried out on these two studies counts towards my doctoral 
degree in Clinical Psychology at the University of Surrey.
I would be very grateful if you would give me your permission to 
attach the following two papers to my doctoral thesis:
Proudfoot, J., Ryden, C., Everitt, B., Shapiro, D. A., Goldberg, D., 
Mann, A. et al. (2004). Clinical efficacy of computerised cognitive- 
behavioural therapy for anxiety and depression in primary care: 
randomised controlled trial. British Journal of Psychiatry, 185, 4 6- 
54.
McCrone, P., Knapp, M., Proudfoot, J., Ryden, C., Cavanagh, K., 
Shapiro, D. A. et al. (2004). Cost-effectiveness of computerised 
cognitive behavioural therapy for anxiety and depression in primary 
care: randomised controlled trial. British Journal of Psychiatry,
185, 55-62.
If you give me your permission, would it be possible to send me a 
letter to my home address?
My address is:
Thank you in anticipation. 
Yours faithfully,
Clash CEB Ryden
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Appendix 18. GP checklist
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Appendix 19. Nurse checklist
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Appendix 20. Consent form
CONSENT FORM
Study Title: A Comparison of Computer Therapy with Routine Treatment for Anxiety 
and Depression
Please circle
Have you read the Patient Information Sheet? Yes
Have you had an opportunity to ask questions and discuss this study? Yes
Have you received satisfactory answers to all your questions? Yes
Have you received enough information about the study? Yes
To whom have you spoken?______________________ __________________________
Do you understand that you are free to withdraw from the study:
•  At any time? Yes
• Without having to give a reason for withdrawing? Yes
•  Without affecting your future medical care? Yes
Signed___________________________   Date
NAM E__________________________________________________
(IN BLOCK LETTERS)
RESEARCHERS Signed___________________________________
D ate___________________________
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Appendix 21. Rationale for the use of the Partial Eta Squared statistics
Partial Eta Squared is not considered to be the best measure of effect size and it is biased 
upward in relation to the population effect size (Howell, 1992; Pierce, Block, & Aguinis, 
2004). It was used in the current study because it is one of the most commonly reported 
effect size statistics (Levine & Hullett, 2002; Pierce et al., 2004) and thus facilitates the 
accessibility of the results and comparison with other studies, and because it is simple and 
“intuitively appealing” (Howell, 1992, p.320). With regards to the results of the current 
study, the limitation of Partial Eta Squared was restricted because the upward bias means 
that the population effect sizes are likely to be lower than the observed ones and thus the 
study’s null-finding was not made less valid by the choice of effect size statistics.
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Appendix 24. The author’s contribution
As reported by Dr Judy Proudfoot in Appendix 25, I became involved in a large scale 
random controlled trial (RCT) at the Institute of Psychiatry at a time when the first phase of 
the study, which was designed to evaluate the efficacy of BTB, was close to completion. A 
second phase was under discussion to enlarge the data set for the purpose of further and 
more detailed analyses. I was involved in all aspects of setting up and carrying out the 
second phase, which included: liaison with ethics committees; recruitment of general 
practices; liaison with GPs, practice managers and nurses; training of research nurses; 
supervision of the research procedure; assisting research nurses in the recruitment of 
patients; setting up and manage data integrity procedures and a database; entering data; 
analysing the data; and writing up the study for publication.
As mentioned by Dr Proudfoot (Appendix 25) and Emeritus Professor Jeffrey Gray 
(Appendix 26), due to her relocation to Australia I ended up managing and carrying out the 
second phase of the RCT largely on my own. I was responsible for recruiting 167 
participants and I have included a letter from one of the participating surgeries as further 
evidence of this work (Appendix 27). In addition, I was a member of the Kraupl-Taylor 
research group overseeing the trial and contributed to academic discussions and bringing 
forward new ideas about the management of the trial and analysis of the data for the main 
outcome paper, Proudfoot, Ryden et al. (2004); Appendix 17. In September 2001, I was 
awarded an attachment to the Institute of Psychiatry as Honorary Tutor (Appendix 28).
The research questions, analytical methodology and statistical analyses in the thesis are all 
my own original work (see Appendix 25). The research was conducted on the combined data 
set from Phase 1 and 2 of the RCT.
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Appendix 25. Dr Proudfoot’s testimonial attesting the author’s contribution
Separate PDF document attachment
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THE UNIVERSITY OF 
NEW SOUTH \WLES
S Y D N C Y -  2 0 5 2  - A U S T R A t  IA
D r .  J u d y  P r o u d f o o t
SENIOR RESEARCH FELLOW & DEPUTY DIRECTOR
C e n t r e  f o r  g e n e r a l  p r a c t i c e  in t e g r a t io n  s t u d ie s
PHONE: +61 2 9385 1595
F a x : +6129395  i s i  3
E-MAIL Droudfootd5unsw.edu. au
TO WHOM IT MAY CONCERN 21 JULY 2005
CLASH CE BRYDEN
I have worked with Mr Ryden since 1999 when he approached my colleague, Professor 
Jeffrey Gray, and me about undertaking his Surrey University major research project with us. 
At the time, 1 was the Kraupl Taylor Research Fellow at the Institute o f Psychiatry, Kings 
College London. My research, which focused on the development and evaluation of new 
applications o f  cognitive-behavioural techniques, had attracted international recognition. 
With colleagues, I had been granted funding fbr a large new research programme, the first in 
the UK and one o f the first in the world, investigating the effectiveness o f a computer-based 
psychotherapy system for the treatment o f anxiety and depression.
Mr Ryden was undertaking his Doctorate o f Clinical Psychology at Surrey University, the 
requirements for which were to carry out a major research project He came to us with very 
good credentials: extensive knowledge o f computer science, prior experience In the 
application o f computers to psychological assessment, expertise in data analysis and 
interpretation and, importantly, a recommendation from his research supervisor at Surrey 
University, Dr Jonathan Foulds, as to his superior knowledge and skills in the area o f 
computer applications, his sensitivity, his keenness to work hard, and his ability to work well 
in a team. Professor Gray and 1, together with our research colleagues. Professor Sir David 
Goldberg, Professor Isaac Marks and Professor Anthony Mann interviewed him and were 
happy to have him join our research team.
Rather than enable Mr Ryden to conduct a separate smaller research study, however, we 
negotiated with him to establish a set o f research questions for his PsychD in Clinical 
Psychology project within our large research program, which was already underway. 
Specifically, we suggested that in return for Mr Ryden helping us to set up and carry out in 
the second phase of our randomised controlled trial, we would make available to him both the 
data collected in the second phase as well as those collected in the first phase o f  the RCT, in 
order to allow him to undertake his PsychD research project Although this would involve 
substantially more work for Mr Ryden, he readily agreed and devised a project involving the 
analysis o f the predictors and process o f change factors associated with the computer-based 
program. This was his original work, and he developed a whole new approach to the field. 
Professor Gray and I contacted Dr Foulds, who gave his approval, even though the scope of 
the project significantly exceeded the course expectations, and, in doing so, advised us that he 
felt Mr Ryden had the ability to complete the project well.
Mr Ryden then embarked upon 4 years ofintensive research involvement with us. under the 
supervision o f Professor Jeffrey Gray and me. His work has been exceptional. Due to my
relocation to Australia, rather than merely assisting with our study as was initially agreed. Mr 
Ryden actually ended up managing and carrying out the second phase o f the RCT largely on 
his own. This involved recruitment o f general practices, the training o f research nurses, 
liaison with ethics committees, supervision o f the research procedure and o f the data
collection. He was very highly regarded in the general practices, both for his enormous 
patience with, and kindness to, the research nurses as they grappled with the demanding 
research procedures, for his equanimity when difficulties arose, his ability to resolve any such 
difficulties, and for his ability to communicate clearly with the general practitioners. He 
completed the second phase o f the RCT to a very high standard.
Within our research team. Mr Ryden contributed significantly to the academic discussions, 
bringing forward new ideas and supporting them well. He has good interpersonal skills and
worked very well in the team. In particular, he has many unique ideas and has suggested new 
approaches to the data analyses. He also co-authored two papers for publication.
At the same time, he carried out his own PsychD research project, bringing to it a new, and 
highly original, method o f interrogating and understanding the data. This has again involved 
working in close harmony with our industrial/commercial partner and its team, resolving 
difficulties as they have arisen, giving conference presentations about the project, and basing 
regularly with all the academic research team. It has also involved justifying his approach to 
statistical experts in the field.
Throughout, Mr Ryden's work has been o f the highest possible standard. In fact, his 
contribution to our research programme has been invaluable. He is a major asset to our 
research team both for his individual contributions and for his professional and personal 
inputs to the team.
Dr Judy Proudfoot 
Senior Research Fellow
School o f Public Health & Community Medicine 
University of New South Wales 
Sydney 2052 
Australia
Phone: 00612 9385 1506 
Email: j .proud foot #  unsw.edu a u
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Appendix 26. Extract from Emeritus Professor Gray’s (Institute of Psychiatry, King’s College 
London) testimonial attesting the author’s contribution (10.10.2003).
E m eritus P ro fesso r G ray trag ically  p a sse d  aw ay  in 2 0 04 . The following e x tra c t is tak e n  from  a 
tes tim on ia l w ritten  fo r a n o th e r  p u rp o se . T he au th en tic ity  of th e  e x tra c t h as b een  verified by Dr 
V e tere  (U niversity  o f S u rrey ).
“My acquaintance with Mr Ryden arose when he approached me and my 
colleague, Dr Judy Proudfoot, at the Institute of Psychiatry because of his 
interest in the research we were conducting on the application of computer 
techniques to the delivery of psychological treatments. This is a relatively new 
field of research and it is still rare to meet a student who knows anything about 
it, let alone one interested in entering it. We soon discovered that Mr Ryden’s 
interest was extremely well-informed, based upon an excellent understanding of 
both the clinical and computing issues involved, and that he had already 
conducted research of his own in the field. We were delighted, therefore, to take 
on the supervision of his research project for the Doctorate in Clinical 
Psychology (DClinPsy) at Surrey University. To this end we arranged for him 
to ‘piggy-back’ on a research programme of our own that was already in 
progress. Mr Ryden, for his part, agreed to contribute to the running of this 
programme.”
“Our research centres upon a program (Beating the Blues, BtB) of computerised 
cognitive behavioural therapy (cCBT) for the treatment of anxiety, depression 
and mixed anxiety/depression in general practice. This remains today, so far as 
we are aware, the most sophisticated program of its kind yet developed. Mr 
Ryden joined us at a time when we were on the way to completing the first half 
of a major randomised clinical trial (RCT) of BtB and about to commence the 
second half. This was a major effort, with data eventually gathered on 274 
patients (out of more than 500 initially contacted) in 11 different GP surgeries 
scattered throughout London and the South East. Mr Ryden largely ran the 
second half himself. His role in this research earned him a place in the 
authorship of the main paper in which the RCT is described, which is currently 
under review at the British Journal o f  Psychiatry (BJP). This place is well 
deserved, since Mr Ryden not only played a vital role in ensuring the practical 
success of the trial (including training the research nurses and supervising the 
data gathering), but also made major contributions to the analysis of the data 
gathered, their interpretation, and the final write-up of the paper. He is also one
PsychD (Clinical Psychology) 322
Major Research Project
of the authors of a second paper, similarly under review at BJP, in which the 
cost-effectiveness of BtB is analysed. Here too his contributions extended to the 
analysis of the results of the study, their interpretation and the final writing.”
“In addition, Mr Ryden made use of the data gathered to write a dissertation for 
his DClinPsy. For this purpose he designed a series of questions aimed at 
clarifying the process of change in patients treated with BtB and additional 
relevant analyses, none of which we had ever envisaged. Dr Proudfoot and I 
jointly took on the standard role of research supervisor in relation to the 
dissertation, but it was essentially an independent study, independently devised 
and conducted. The amount of work Mr Ryden undertook for this dissertation 
project (leaving aside all the work he did in running the main RCT) was 
considerably in excess of what students normally undertake, as was its level of 
sophistication. In particular, he displayed a remarkable mastery of the statistical 
tools required for both its design and analysis.”
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Appendix 27. Feedback from one of the participant surgeries
Morden Hall Medical Centre
2 December 2002
Mr Clash Ryden 
Department of Psychology 
Institute of Psychiatry 
Kings College London 
De Crespigny Park 
Denmark Hill 
London SES 8AF
Dear Clash
I am just writing on behalf of the practice to let you know that the doctors have 
found the Beating the Blues trial beneficial for our patients and that they would 
be very interested in participating in  any future studies you m ay be planning.
Yours sincerely
Lynda Robinson 
Practice Manager
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Appendix 28. Award of attachment as Honorary Tutor to the Institute of Psychiatry
at The Maudsiey
Institute of 
Psychiatry
Perswmef and fayntt WTIee De Crespigny Park 
Denmark Hill 
London SES 8AF
Personnel
Tel +44 (0)20 7848 0845 
24hrs Answerphone 
+44(0)2078480007 
Fax+44 (0)20 7848 0117
Payroll
Tel+44 (0)20 7848 0166
KING’SCollege 
L O N D O N  
Founded 1829
University ot London
4 September 2001
Mr C Ryden
Flat 22
South Wing
Arton Wilson House
85 Roehampton Lane
London
SW6 2 PF
Dear Mr Ryden
I am pleased to tell you that the Dean has agreed to award you an attachment as 
Honorary Tutor on the terms specified in your application (copy of front page 
attached).
If you need a security swipe pass for the Institute then you should come to the 
Personnel Office (room W119) where we will issue your authorisation form. Security 
passes are issued on Monday to Friday between 10 am and 12 noon.
PERSONNEL OFFICE
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